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wide clinical range: 
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bacterial infections 
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normal living for.... 


at work and at play 


adults should be encouraged 
to work...and every 

effort should be made 

to keep children in school. 
With accurate diagnosis 

and proper treatment, 

the majority of epileptics, 
like the diabetics, can carry 
on a normal life. 
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of greater safety and of little 
or no hypnotic effect. 
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Original Contributions 


Tetanus 


A Summary of Thirty-two Cases with 


Special Reference to Prevention 


ETANUS, known as a clinical entity since 

the time of Hippocrates, continues to occur 
and to command a high fatality rate. Although 
effective active immunization is well established, 
the wide dissemination of the hardy spore form 
of the causative organism in association with its 
regular presence in the gastrointestinal tracts of 
most domestic animals makes the disease a diffi- 
cult one to eradicate. Because more than one case 
is rarely seen by any one physician, it seems 
worthwhile to review certain aspects of clinical 
tetanus with special reference to prevention of 
mortality. 


Cases 


During the past ten years (1943-1953), thirty- 
two cases of tetanus were seen at the University 
of Minnesota Hospitals (Table I). The ages of 
the patients ranged from twenty months to eighty- 
one years. One half of the patients were sixteen 
years of age or younger; the mortality was 25 
per cent in this group. Nine patients were over 
fifty years old; of these, six (67 per cent) died. 

The time intervals from injury to the first 
symptom, in those cases where the data are 
available, are listed in Table II. An initial injury 
was apparent in thirty of the thirty-two cases. 
The variety of injuries, the causative mechanism, 
and the sites of injury are summarized in Table 
Ul. 

The initial symptoms of tetanus, the events that 
informed the patient that he was sick, are sum- 
marized in Table II under the headings of trismus, 
spasm of dorsal muscles, extremity muscle spasm, 
and influenza-like onset. Onset with trismus was 
most common ; nineteen (60 per cent) of the pa- 
tients in the present series are included in this 
group, and seven of the nineteen later succumbed 


—— 


From the Department of Surgery, University of Min- 
nesota Medical School, Minneapolis 14, Minnesota. 
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STUART W. ARHELGER, M.D. 


Minneapolis, Minnesota 


to the disease. These patients usually experienced 
difficulty in eating, but this may have been re- 
ferred to by the patient as “stiffness” of the 
tongue or dysphagia. 


TABLE I. AGES OF PATIENTS 








Age 


Patients 


Deaths 


Mortality 





Under 6 years 
7-16 years 

17-50 years 

Over 50 years 


9 
7 
7 
9 


2 
2 
0 
6 


22% 
29% 


67% 





Totals 


32 


of the extremities. 











10 31% 





TABLE II. INCUBATION PERIODS 








Total Group (29 Cases) 
Range: 3-23 days 


Fata[.Cases (9 Cases) 
Range: 4-13 days 


Average: 9 days Average: 8.7 days 








Patients with spasm of the dorsal muscles usu- 
ally noted spasm, pain, or tenderness of the back 
or cervical muscles which occasionally progressed 
to opisthotonus. Six patients are herein included ; 
two died. The patients who presented spasm of 
the extremity muscles noted spasm or “stiffness” 
Four patients are in this 
group; one died. Patients with influenza-like on- 
set noted generalized body aching and malaise ; 
sometimes generalized but minimal stiffness or 
pain in many muscle groups was present. There 
were three patients with this type of onset; no 
deaths occurred. 

It is of particular interest that several of the 
injuries that were followed by tetanus were gross- 
ly clean wounds or were cleansed in a manner 
which would seem likely to have removed con- 
tamination (Table V). It seems possible that 
these wounds were free of tetanus organisms at 
the time of the original injury but were con- 
taminated at some later date, before healing had 
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TABLE III. INJURIES FOLLOWED BY TETANUS 








Instrument or 
Mechanism 


Cases 


Injured Portion 
of Body 


Fatalities 





Sharp instrument 
ail 

Sharp instrument 

Wood sliver 

Burn 


Hand or finger 
Foot 


Hand 
Extremities 


Hand 
Forehead 
Barbed wire Foot 
Wood sliver Toe 

Tree branch Leg 
Bush Leg 
Broken glass Buttocks 
Dynamite Elbow and forehead 
Roadway Scalp 
Twig Gingiva 
Compound fracture Finger 
Autoexcoriation Leg ulcer 


Pt re tat pet pet pt ph pet fet fet fet et OD ND CO He 
mt et Tbe ted t beol becom 














taken place. The contamination of an originally 
clean wound, which may have occurred in these 
cases, rarely ‘has been stressed as a significant 
feature in the etiology of tetanus. 

Ten patients in this series died: Autopsies were 
carried out in eight. The significant autopsy 
findings, and -the probable causes of death in 
those cases where benefit of autopsy was not 
obtained, are listed in Table VI. 


Discussion 


While this series of thirty-two cases of tetanus 
is relatively small and therefore not subject to 
strict statistical analysis, several features are of 
clinical interest. The observation has been made 
elsewhere that tetanus is no longer the scourge 
of the parturient mother, the newborn babe, and 
the wounded soldier. The recent cases seen at 
the University Hospitals occurred chiefly among 
rural residents. The fatalities were largely in 
persons whose age or physical condition seems 
to have made them less able to withstand the 
respiratory complications which invariably ac- 
company the full-blown case. 

Prompt recognition of the disease, once the 
initial symptoms have appeared, should lead to 
earlier treatment and likely to better chance of 
cure. Early diagnosis of tetanus remains clinical 
in spite of some aid from the laboratory. The 
earliest symptom in the cases presented here was 
almost always related to some type of muscle 
spasm. The majority of the patients had spastic 
involvement of the jaw muscles as an_ initial 
symptom ; some expressed this as pain, difficulty 
with eating, or dysphagia. Several patients first 
noted spasm of other muscles—especially those 
of the back and neck. A few had spasm or stiff- 
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ness of the arms or legs. It is likely that trismu; 
which cannot otherwise be readily explained— 
especially when associated with spasm of the back 
muscles—should be presumed due to tetanus. 


TABLE IV. FIRST SYMPTOMS OF TETANUS 








Group Cases Symptom 





Trismus 

Dysphagia 

“Stiff” or ‘‘swollen’’ tongue 
Pain in the jaw 


Stiff neck 

Backache 

Spasm of back muscles 
Opisthotonus 


Trismus 


- 
ewe 


Spasm of the 
dorsal muscles 


meron 


“Wooden gait” 
Spasm or “‘twitching”’ of the extremi- 
ties 


Extremity 
muscle spasm 


tbo 


Generalized muscle aching 
Abdominal pain and body ‘“‘stiffness” 


“Flu”-like onset 











When considering the natural history of tet- 
anus, it has been generally assumed that those 
who fall victim to the disease have had the spores 
introduced into a wound at the time of initial 
injury. The suggestion has been made only in- 
frequently that some of those who develop clinical 
tetanus may have had wounds that were at first 
free of the organism, but by one route or another 
the spores entered the wound later—before heal- 
ing was complete.? Consideration of the mode 
of infection in wounded soldiers in World War 
I has led to the impression that many of the 
bullet wounds were originally “clean” but that 
contaminated soil from the fields may have got- 
ten into the wounds before the patients reached 
medical aid.* Striking, however, is the observa- 
tion by Stitts* that natives lacerated by the barb- 
like tail of the sting ray have developed tetanus 
—presumably after clean wounds were contami- 
nated later with soil containing tetanus spores. 

Although the exact modes of tetanus infection 
in the five patients presented in Table V remain 
problematical, they serve to emphasize that open 
wounds, especially if infection or tissue necrosis 
is present, may offer ideal ground for the growth 
of the tetanus organism. Debridement of wounds 
and eradication of other infecting bacteria con- 
tinue to be measures considered necessary to de- 
stroy conditions which are favorable for the 
growth of the tetanus organism and the develop- 
ment of the disease.° The additional precaution 
of safeguarding unhealed wounds from secondary 
contamination ‘with Clostridium tetani is likely 
important. 
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TABLE V. PATIENTS WITH POSSIBLE LATER-CONTAMINATION 





———— 





—— 


Case i Probable Portal of 
Number Entry of Organism 


Treatment of Injured Locale 


Conditions Favoring 
Late Contamination 


Injury to 
Symptoms 





Postphlebitic leg ulcer 

Heel, cut on bicycle spoke 
Toe, cut with a wood saw 
Hand, cut with a buzz saw 


Fingers, cut with a circu- 
lar saw 


None 


Bled profusely; treated and band- 
aged by a physician 
Cleansed and sutured by a physi- 


cian 
Treated by a physician; 1500 units 
of tetanus antitoxin given 
Treated by a physician; 1500 units 
of tetanus antitoxin given 


Worked in garden; often excoriated 
leg and ulcer 

Up and about house and yard; 
wound “‘dirty’’ on admission 

Dressings often soiled as child was 
about the farm 

Continued most of farm duties; 
wound unhealed on admission 

Worked on farm after the injury; 
infected fingers noted on admis- 


10 years 
17 days 
15 days 
13 days 
21 days 

















sion 








TABLE VI. FATAL CASES 








Tracheotomy Autopsy 


Cause of Death 





None Yes 
Delayed No 

Delayed Yes 
None Yes 
Delayed Yes 
Delayed Yes 
Prompt* Yes 
76 M Prompt Yes 
57 M Prompt No 

81 F Delayed Yes 


4 F 
77 M 
65 M 














Pneumonia and 
Pneumonia and partial tracheal obstruction 

Pneumonia 

Aspiration pneumonia, atelectasis, and pulmonary congestion 
Pneumonia, atelectasis, and cerebral edema 

Pneumonia, atelectasis, and pulmonary congestion 

Ruptured midcolic artery, aspiration pneumonia, and atelectasis 
Pneumonia and atelectasis 

Pneumonia 

Pneumonia and atelectasis 


“respiratory failure” 





*Prompt—within four hours of hospital admission. 


The introduction of tetanus antitoxin represent- 
ed an advance in the prevention of clinical tetanus. 
Prophylactic administration of this serum to 
wounded soldiers in the first World War prob- 
ably reduced the incidence of the disease. 


How- 
ever, the observation that several patients in this 
series developed tetanus in spite of the prophy- 
lactic administration of tetanus antitoxin con- 
firms the impression of several observers that 
antitoxin, at least in the common prophylactic 
doses of 1500 units, cannot be regularly relied 
upon to prevent the development of clinical tet- 
anus.’ The presence of occasional hypersensi- 
tivity to the horse serum of the antitoxin and the 


frequent observation that many of the patients - 


who develop tetanus in civilian life do not seek 
medical attention at the time of injury, some- 
what detract from the usefulness of the antitoxin 
in prophylaxis and further emphasize the de- 
sirability of active immunization with the toxoid. 

It has been stated that active immunization 
with tetanus toxoid affords protection from the 
disease. This impression is confirmed by reports 
in regard to World War II which indicate that 
of five million Navy personnel immunized with 
the toxoid, only four contracted the disease dur- 
ing the war, and of the four only two (both with- 
out record of complete immunization) died.® 
During a comparable period of time, about 2,500 
deaths from tetanus were reported in the civilian 
population of this country.?? In the present series 
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of thirty-two cases, none of the patients had re- 
ceived the toxoid. Active immunization with tet- 
anus toxoid should be readily available and rou- 
tinely administered to those persons who are likely 
to sustain frequent small injuries, to those ex- 
posed to animal excreta, and to all children.*”” 

A detailed discussion of therapy is not the pur- 
pose of this paper, but it may be noted that the 
problem of prevention of death from the disease 
is largely one of prevention of serious respiratory 
complications. The fatalities in the present group, 
like those in most series recently reported, serve 
to illustrate the gravity of pulmonary complica- 
tions; of the ten patients in this group who ex- 
pired, nine died of atelectasis, pneumonia, as- 
phyxia, or a combination of these. The toxin 
causes variable degrees of central nervous system 
paralysis, but some of the damage may be tem- 
porary with the aid of tetanus antitoxin.* If 
the patient can be protected from severe respira- 
tory complications his life usually can be saved. 
Of chief importance in treatment of the estab- 
lished case of tetanus is the maintenance of an 
adequate upper respiratory airway, but following 
close behind is the necessity of adequate cleans- 
ing of secretions of the tracheobronchial tree. 
Tracheotomy—with constant nursing care—is ad- 
mirably suited for both purposes.%#'*"* Trache- 
otomy is now considered to be a prerequisite for 
proper treatment of systemic tetanus when any 
respiratory difficulties are present. A number 


395 





TETANUS—GILBERTSEN AND ARHELGER 


of recent papers emphasize the treatment of re- 
spiratory complications and review current con- 
cepts of therapy of severe cases of tetanus.171*19 


Conclusions 


Although the salient features of clinical tetanus 
have changed little in the 2,000 years since their 
first description by Hippocrates, prophylaxis and 
therapy have undergone a remarkable meta- 
morphosis. Many of the features of the present 
series of thirty-two cases of tetanus seen during 
the past ten years are consistent with traditional 
concepts of the disease, but certain new aspects 
have become worthy of emphasis. The place of 
the battle casualty and the newborn child as 
victims of tetanus has been taken by the man in 
the barnyard and the child on the farm. Trismus 
remains the most frequent presenting symtom, 
but variation in its mode of expression occurs 
in some patients; a few patients apparently are 
more impressed with spasm of other muscles than 
those of the jaw. 

Several cases illustrate the notable—but not 
entirely new—observation that a wound may be 
treated originally in a seemingly adequate man- 
ner but that contamination later of the unhealed 
wound by tetanus spores possibly occurs. It is 
emphasized that in addition to debridement and 
cleansing of wounds, protection from contami- 
nation before healing has taken place may be 
of importance. The usual prophylactic dose of 
1500 units of tetanus antitoxin was inadequate 
to prevent development of the disease in several 
patients. It is suggested that this dose be in- 
creased to 5,000 or 10,000 units when there is a 
likelihood of the presence of tetanus spores. 

The thirty-one per cent fatality rate in this series, 
although lower than several recently reported rates 
of 40 to 70 per cent,?°?"?? is nonetheless high. 
Deaths in this group were preceded by respiratory 
complications. Current fatality rates, which re- 
main high in spite of recent advances in therapy, 
serve to underscore the virtue of active immuniza- 
tion with tetanus toxoid. Routine toxoid im- 
munization probably should include both children 
and adults. 
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A Practical Approach to the 


Treatment of Tetanus 


— toxoid, used properly, has proved 
to be one of the most effective prophylactic 
agents yet developed in medicine. Part of the 
foundation for this declaration is my own ex- 
perience acquired during the Okinawan campaign. 
At that time I was on the medical staff of a 
United States Military Government Hospital 
wherein between 100 to 150 nonimmunized 
civilians were treated for tetanus. The office of 
the Surgeon General of the United States Army® 
informed me that not a single case of tetanus was 
reported among the many thousands of members 
of the Armed Forces of the United States who 
participated in the Okinawan phase of the war. 
Wounds were frequent among them, and the con- 
ditions under which both they and the civilians 
lived were similar. Members of the Armed 
Forces, however, had received prophylactic in- 
jections of tetanus toxoid. 

Reactions to toxoid have been reported to num- 
ber only 2 per 100,000. This, together with the 
high degree of protection and the threat of an- 
other world war, should be enough to stimulate 
physicians of this country to work for immuniza- 
tion of the entire population to tetanus. This 
would make unnecessary the many injections of 
tetanus antitoxin in horse serum which the 
Physician is now legally obligated to administer 
toa wounded nonimmune person. In many cases 
reactions supervene, some of them serious and a 
few even fatal. 

Alum-precipitated toxoid seems to provoke a 
superior antigenic response and it is recommended 
for basic active immunization. Fluid toxoid causes 
amore prompt increase in specific agglutinin (re- 
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call titer response). Thus, it is preferred as a 
stimulating, or so-called booster, injection, par- 
ticularly when a wound arouses suspicion.° 


Results of Treatment 


The success attained in the actual treatment of 
tetanus falls far short of the results attained in 
its prophylactic treatment. Results of treatment 
of ten different series of patients in various parts 
of the world were reported in the period 1945 
to 1953. Of the 960 patients concerned, 444 died 
of the disease or its complications; this is a 
mortality rate of 46.3 per cent (Table 1). At the 
Mayo Clinic, sixty-six patients were treated for 
tetanus in the years 1911 to 1945 inclusive. Of 
these, 51.5 per cent died. From 1946 to 1954 
inclusive, twenty-six patients have been treated, 
with a mortality rate of 26.9 per cent (table). 

This reduction of the mortality rate from 51.5 
per cent to 26.9 per cent may be fortuitous, but 
I doubt that it is. In 1946, some of us at the 
Mayo Clinic began to work as a tetanus team. 
However, it was not until about 1951 that the 
team began to function smoothly. Only one 
patient of the eight treated since 1951 has died. 
The team consists of internists, neurologists, 
orthopedists, anesthesiologists, _ pediatricians, 
plastic surgeons, clinical pathologists and 
bacteriologists. It is the responsibility of mem- 
bers of the team to be available for early diag- 
nosis and to keep well informed concerning the 
most modern methods of treatment. 


Fundamentals in Treatment 


Tetanus is a complication of clostridial infec- 
tion of a wound. The wound can be major or 
minor. In time of peace wounds may be trivial 
and often they have healed by the time the patient 
seeks medical attention. The infection usually is 
easily treated. Clinical tetanus, the result of the 
potent tetanus exotoxin combined with nervous 
tissue, on the other hand, is a formidable con- 
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dition. The union has taken place once the 
patient has symptoms. The diagnosis, by neces- 
sity, is made on clinical grounds, for time is 
important; moreover, cultures are slow and are 
helpful in only 25 to 50 per cent of cases. 


TREATMENT OF TETANUS—CHRISTENSEN 


1. Preferably the patient is hospitalized, thus 
insuring close supervision and good nursing care. 
2. On admission to hospital the patient is given 
tetanus antitoxin. The aim is to give the quantity 
necessary to neutralize any circulating or un- 


TABLE I. MORTALITY OF TETANUS 




















Period, Mortality 
Institution or Region Inclusive Patients | Deaths ate, 
Dates or War Per Cent 
Charity Hospital,!4 New Orleans 1934-1944 352 158 45 
Infants’ and Children’s Hospital,!2 Boston, Mass. 1924-1944 56* 24 43 
U. S. Army Hospital,‘ European Theater of Oprs. World War II 10+ 4 40 
Military and E.M.S. hospitals,* African and European 
Theater of Oprs. 1939-1945 103 48 46 
Royal Melbourne Hospital,! Australia 1936-1946 21 10 47 
Luzon, Philippine Islands World War I 54f 28 52 
Guy’s Hospital® 1929-1946 10 5 50 
Vanderbilt Univ. Hospital,'! Nashville Sept. 1925 to . 
Dec. 1948 105 49 46 
Univ. of Michigan Hospital,!® Ann Arbor 1934-1952 81. 34 42 
General Hospitals,'!* Baltimore 1928-1953 167 84 50 
Total 959 444 46 
Mayo Clinic 1911-1945 66 34 51.5 
1946-1954 26 is 26.9 
Total 92 41 44.6 

















*Children; {German prisoners; fcivilians. 


As yet no treatment will reverse the disease 
process or speed oxidation of the combined toxin. 
If, however, less than a lethal dose of toxin has 
combined with nervous tissue, the patient who has 
adequate treatment stands a good chance to re- 
cover. The disease is less likely to be fatal if 
the incubation period is longer than twelve to 
fourteen days. The morbidity, whether the 
tetanus is mild or severe, averages three to five 
weeks. Beginning with the tenth day after the 
appearance of symptoms, prognosis improves 
rapidly each day and, if the patient is alive be- 
yond the fourteenth day after symptoms have 
appeared, he stands an excellent chance to re- 
cover without any residual. Death, when it occurs, 
usually results from: (1) circulatory failure; (2) 
asphyxia due to spasm of the glottis, diaphragm 
and intercostal muscles, or (3) sheer exhaustion.” 
Complicating pneumonia, cerebral edema, over- 
sedation, or excess use of muscle-relaxing drugs 
along with serum reactions, have taken their toll. 


Present Plan of Treatment at Mayo Clinic 


The following plan of treatment is based partly 
on my experience in treatment of approximately 
seventy-five patients, some of them in the military 
hospital mentioned and some in the Mayo Clinic, 
partly on the experience of others at the clinic, 
and partly on experience recorded in published 
reports. 
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combined toxin and any that will be produced 
prior to elimination of the focus of infection. As 
yet, no method has been developed for deter- 
mining the adequate amount for an individual 
patient. After a test for hypersensitivity has 
been made, 15,000 to 30,000 units are arbitrarily 
administered intravenously, or 10,000 to 30,000 
units are given intramuscularly, either or both. 
The larger amounts are used when the wounds 
are deep, penetrating, or badly infected. Also, if 
symptoms are well advanced or are progressing 
rapidly, and therefore, it is suggested that over- 
whelming infection has occurred, the larger doses 
are used. Smaller amounts are then given for 
the next few days, until the focus of infection has 
been removed and the disease process stabilized. 

Whenever tetanus antitoxin in horse serum is 
given, it is essential to have close at hand ampules 
of epinephrine, needles and syringes, along with 
oxygen and fluids for intravenous injection in 
case of anaphylactic reactions. Diphenhydramine 
hydrochloride (benadryl) or  tripelennamine 
hydrochloride (pyribenzamine), in doses of 25 
to 100 mg. (depending on age) every four to six 
hours, helps to prevent or to suppress serum 
reactions. These drugs also aid in sedation. Both 
are given by mouth. 

3. The amount and kind of sedative drug used 
again depend on the needs of the individual. 
Enough is that amount that will keep the patient 
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reasonably comfortable and allow periods of 
restful. sleep. Barbiturates, chloral hydrate, 
bromides and paraldehyde have been used to 
control mild or moderately severe tetanospasms. 
Depending on the age of the patient and the 
severity of the disease, tribromoethanol (avertin), 
50 to 70 mg. per kilogram of body weight, has 
been used in a rectal retention enema; in my 
opinion this is the drug and the method of choice 
for sedative control of severe tetanospasms. 
Usually restful sleep for three to six hours 
supervenes and, on awakening, the patient fre- 
quently is sufficiently relaxed to be able to take 
food and fluids without too much difficulty. One 
or two administrations per twenty-four hours 
usually suffice but occasionally three injections 
are necessary. These enemas have been con- 
sidered lifesaving in some cases at the clinic. 
Except for proctitis in one case, apparent side 
effects or reactions have been minor and few. 
Morphine sulfate, curare or other such respira- 
tory depressant drugs, in my opinion, are contra- 
indicated. Codeine and meperidine hydrochloride 
(demerol hydrochloride) are useful adjuncts. In 
addition to relieving pain, they tend to lessen the 
frequency with which tribromoethanol (avertin) 
must be used. 


4. For adults, penicillin and dihydrostrepto- 
mycin in doses of 1,000,000 units and 1 to 2 gm. 
respectively, are as effective as any antibiotic 
therapy of which I know in combating Clos- 
tridium tetani and symbiotic organisms. Pro- 
portionately smaller doses are used for children. 
Antibiotic treatment affects the course of the 
disease only in helping to eradicate a focus, or 
foci, of infection and thus prevent production of 
more exotoxin. Even large doses of antibiotics 
cannot be entirely relied on to do this, however, 
particularly if wounds are deep and badly in- 
fected. Clostridia thrive in dead or dying tissue, 
where the blood supply is reduced or absent. 
Antibiotic treatment should be continued until 
the focus of infection has been eliminated. It is 
useful, too, in prevention or treatment of the 
Pneumonia which is prone to develop in severe 
cases, 


5. When treatment with tetanus antitoxin and 
antibiotics has been started, adequate débridement 
and other care of the wound are in order. Lethal 
doses of toxin often can be produced in trivial 
wounds. The natural tendency is to be too con- 
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servative. When amputation or extensive 
débridement is necessary, general anesthesia is 
best effected by giving thiopental sodium (pen- 
tothal sodium) intravenously, or tribromoethanol 
(avertin) rectally. Ether tends to be irritating to 
the respiratory tract, to increase laryngospasm 
and to predispose to pneumonia. If use of an 
oxidizing agent is indicated, moist potassium 
dichromate dressings are better, in my opinion, 
than hydrogen peroxide dressings, which fre- 
quently are irritating to the skin. 

6. Tracheotomy should be done whenever 
respiration is significantly embarrassed by laryngo- 
spasm or accumulation of tracheobronchial 
secretions. 

7. A high-caloric diet is indicated where 
metabolism is greatly increased. Liquid to soft 
foods are tolerated better than are solids. 
Multiple small feedings are more suitable than 
three large meals. A nasal tube can be used when 
necessary and when it does not aggravate the 
condition. Supplementary fluids containing 
glucose, proteins, electrolytes and vitamins are 
given parenterally when they are needed to main- 
tain hydration, nutrition and electrolyte balance. 


8. Oxygen and a portable respirator are used 
when indicated. 

9. Urinary retention has to be relieved in 
some cases. 

10. Cortisone, compound F (hydrocortisone) 
and adrenocorticotropic hormone (ACTH) are 
the newest preparations which apparently are 
useful in this condition. The action and value 
of hormonal therapy in tetanus have not been 
exactly determined. At present, the members of 
the team described earlier reserve use of the 
hormones for two groups of patients: (1) 
allergic patients who react to, or who are known 
to be hypersensitive to, tetanus antitoxin. For 
example: One patient had chronic asthma and 
hay fever. A year before his admission with 
tetanus, he had been given tetanus antitoxin after 
an automobile accident. A severe reaction fol- 
lowed. Intravenous administration of adreno- 
corticotropic hormone (ACTH) and then oral 
administration of cortisone made it possible to 
follow the usual program of administration of 
tetanus antitoxin. . 

Sheer exhaustion often is the only apparent 
cause of death in cases of this disease. When 
exhaustion becomes apparent, our team uses 
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cortisone purely as a supportive measure in an 
attempt to maintain life while the patient is 
passing the crisis of this self-limited disease. 
Depending on the age, sex and condition of the 
patient, in the absence of absolute contra- 
indications, 100 to 300 mg. of cortisone is given 
each day in divided doses, until the crisis has 
passed. Thereafter doses are reduced and 
gradually use of the preparation is discontinued. 
Oral administration is preferred but the sub- 
stance can be given intramuscularly if necessary. 


Summary 


Since 1945, the mortality rate of clinical 
tetanus at the Mayo Clinic has fallen from 52 
per cent to 27 per cent. Apparently this is 
attributable, not to any new treatment par- 
icularly, unless such be the use of cortisone and 
adrenocorticotropic hormone (ACTH), but to 
the formation of a tetanus team. The team has 
the responsibility of aiding in early diagnosis of 
the disease, and of standardizing treatment so 
that therapeutic measures now available will be 
used most effectively. The present plan of treat- 
ment which the team applies is summarized in 
the body of the paper. One of four patients still 
is lost. This means that treatment of tetanus is 
not yet satisfactory. Although tetanus toxoid is 
effective in preventing the disease, and anti- 
biotics are effective in destroying Clostridium 
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tetani, a method which will reverse the disease 
process, once the exotoxin has become fixed in 
the nervous tissue, is lacking. 
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ANEMIA IN PREGNANCY 


About 80 per cent of normal patients manifest de- 
creases in hematologic values to a variable degree during 
pregnancy. 

A physiologic anemia does not occur in pregnancy. 
Minimal or moderate decreases in the hemoglobin are 
usually the results of an iron deficiency. 

Associated with any decrease in hemoglobin there is a 
decrease in the serum iron and elevation of the erythro- 
cyte protoporphyrin. These have been shown to indicate 
the existence of iron deficiency. 

A hemoglobin of 12 grams per cent has been found 
to be an approximate minimal normal hemoglobin for 
the pregnant state. Only 20 per cent of pregnant patients 
not receiving supplemental iron maintained their hemo- 
globin above 12 grams per cent. 

Approximately 80 per cent of pregnant women main- 





tained or improved their hemoglobin values when given 
an iron supplement with their diet. ; 

Every pregnant woman should receive iron during 
pregnancy. A minimum of ninety days has been found 
to constitute an adequate trial. Iron shculd preferably 
be administered late in pregnancy when the iron de- 
mands are the greatest. ; 

Ninety per cent of pregnant women maintained or im- 
proved their hemoglobin values when given a combination 
of iron and cobalt (Roncovite). A significantly higher 
proportion of patients receiving iron and cobalt delivered 
with a hemoglobin above 13 grams per cent when this 
series was compared with the iron treated series. 

No toxic manifestations associated with its use have 
been observed.—R. G. Hotty, Obstetrics and Gynecology, 
5:1 (April) 1955. 
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Tumors of the Colon and Rectum 


Fundamental Considerations 


in Diagnosis and Treatment 


: jon PURPOSE of this paper is primarily as 

an aid to diagnosis and treatment of benign 
and malignant tumors of the colon and rectum. 
Since the majority of these tumors will be either 
adenomas or carcinomas, most of it will deal with 
their detection and treatment. The physician 
should never rule out neoplasms of the colon and 
rectum on the basis of history alone. Many 
tumors present in the large bowel and rectum may 
be asymptomatic or present symptoms such as 
flecks of blood in the stool which are undetected 
by the patient. For this reason every complete 
physical examination should include a digital and 
also a proctoscopic examination of the terminal 
bowel. A carefully done digital examination 
should rule out neoplasms of the anal canal and 
distal rectum. A proctoscopic examination to 25 
cm. will reveal 75 per cent of the tumors of both 
the rectum and the large bowel. 

The commonest malignant tumor arising from 
the anal canal is a squamous cell carcinoma. This 
may arise from either the perianal skin or from 
the skin lining the anal canal proper. It should 
be suspected whenever a chronic ulcer with 
heaped-up or rolled-up edges is found in this 
tegion. More rarely, a basal cell carcinoma or 
malignant melanoma may be found in this region. 
The latter represents the most malignant of all 
colon and rectal tumors. It is rarely nonfatal. 
Ulcers suspected of being malignant should be 
widely excised and examined by a competent 
pathologist. If an invasive type of malignancy is 
detected, a radical combined abdominal-perineal 
resection should be done followed by a bilateral 
inguinal lymph node dissection and later a course 
of deep x-ray therapy. In cases where there is 
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lymph node invasion the prognosis is usually - 
very bad. 

Benign tumors of the anal canal and perianal 
region are commonly encountered. Simple skin 
tags, papillomata, condylomata of various types 
and hypertrophied, fibrosed anal papillae are 
among those most frequently seen. The possi- 
bility of carcinoma in these lesions should always 
be kept in mind. Occasionally a low grade 
squamous cell carcinoma may be found in the 
periphery of a simple anal skin tag. Most of 
these tumors can be excised locally or destroyed 
by fulguration with a very low percentage of 
recurrences. Before disposing of them an adequate 
specimen should be sent to the pathologist for 
examination. 

In examining the distal rectum with the index 
finger, tumors arising in the extra rectal 
structures should be carefully excluded. The 
prostate gland and seminal vesicles should be 
carefully palpated for nodules or irregularities. 
In the: female the cervix and the base of the 
uterus and adnexa may be felt anteriorly to the 
rectum. Malignancies arising from these struc- 
tures may directly invade the bowel wall. 

Endometriosis may be detected in the recto- 
vaginal septum as shotty nodes that are tender 
during menstrual periods. In exceptional cases 
endometriosis may invade the mucosa of the 
bowel and be indistinguishable clinically from 
carcinoma. Metastatic nodules from distant 
carcinomas may be felt anteriorly to the rectum 
in the peritoneal culdesac, forming the so-called 
Blumer’s shelf. Masses palpated in the presacral 
areas are most often inflammatory in character 
but rarely teratomas, dermoids, chordomas or 
meningoceles may be felt. Other extrarectal 
nodules or masses include lipomas, fibromas, 
liomyomas or carcinoids. Usually these masses 
are found on routine examination or produce 
symptoms due to their bulk or in rarer instances 
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produce erosion of the rectal mucosa or actually 
invade the lumen of the rectum. 

Adenomas and carcinomas arising from the 
rectal mucosa will constitute the bulk of the 
tumors found in the colon and rectum. Adenomas 
may be sessile, papillary or pedunculated, single 
or multiple. They may measure only a few 
millimeters in diameter up to several centimeters. 
The smaller ones are more common and the 
surface of the polyp may be smooth, lobulated or 
ulcerated and may vary in color from the general 
appearance of the surrounding mucosa to a deep, 
dusky red. Occasionally a polyp may be attached 
high in the colon by a long pedicle and because 
of invagination of the bowel into the rectum or 
for other reasons prolapse into the rectum or 
even through the anal canal. This type of tumor 
may be difficult to demonstrate, particularly if 
the polyp returns high into the sigmoid colon on 
proctoscopic examination. Usually if the patient 
is asked to bear down during the examination, 
the polyp will once more prolapse to within range 
of the sigmoidoscope. Anesthesia is a detriment 
in attempting to visualize this type of tumor. The 
presence of induration, ulceration or attachment 
by a broad base of an epithelial tumor suggests 
the presence of malignancy. 

If one polyp is found on sigmoidoscopic ex- 
amination an air contrast barium enema should 
be done to rule out additional neoplasms higher 
in the bowel. Frequently a single polyp seen on 
sigmoidoscopic examination may be a satellite or 
sentinel polyp beyond which a frank adeno- 
carcinoma may be growing. Approximately 20 
per cent of the patients having polyps within the 
reach of the sigmoidoscope will have an additional 
one higher in the bowel. Polyps beyond the reach 
of the sigmoidoscope may be difficult to demon- 
strate with roentgenograms. A carefully done air 
contrast study may demonstrate tumors .5 cm. or 
even less in diameter. Before x-ray examinations 
are done the bowel must be thoroughly clean and 
free of fecal material. A careful air contrast 
study and a thorough fluoroscopic examination 
may have to be done repeatedly to detect the 
smaller tumors. A routine barium enema is 
usually inadequate in searching for colonic polyps. 

A condition may be encountered characterized 
by several widely scattered polyps. These may 
extend at irregular intervals from the rectum 
cephalad to the cecum. If familial history exists 
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with this condition it is commonly referred to as 
familial polyposis. Polyposis may follow chronic 
inflammatory disease of the colon such as chronic 
ulcerative colitis in which hypertrophied mucosal 
tags have formed a polypoid condition throughout 
the colon. At other times, without any hereditary 
or inflammatory background, several widely 
scattered polyps may be found throughout the 
colon. Carcinomatous changes are common in 
these cases. Multiple polyposis, regardless of the 
source of origin, is best treated by colectomy and 
ileoproctostomy. If carcinoma is found in the 
rectum, a combined abdominal-perineal resection 
must also be done and a permanent ileostomy 
established. Simple multiple colotomies with re- 
moval of individual polyps are not advisable un- 
less a patient is a poor surgical risk 

Single polyps visualized from below should be 
biopsied either totally or by several adequate 
bites. The pedicle or base may then be fulgurated. 
If a superficial or non-invasive carcinoma is 
found, that is, one in which only the mucosa of 
the polyps is involved, thorough fulguration of 
the base will usually result in cure. Carcinoma 
which has penetrated the muscularis mucosa or 
muscularis should be treated by abdominal- 
perineal resection if in the lower two-thirds of 
the rectum, or occasionally by segmental resection 
and primary anastomosis if in the upper third of 
the rectum. , 

Biopsies and fulguration proximal to 13 cm. 
from the anal verge must be done with care to 
avoid perforation of the bowel wall. Lesions 
below 13 to 15 cm. can usually be fulgurated 
without danger of perforation except anteriorly 
where the peritoneal reflection in women may 
extend to within a couple of centimeters from 
the peritoneal floor. Single polyps beyond the 
reach of the sigmoidoscope are treated either by 
colotomy or segmental resection. If at the time of 
surgery the polyps appear to be flat, broad based 
and sessile, indurated or for any reason are 
suspected of being malignant, a segmental re- 
section with excision of a broad wedge of 
mesentery is done. A small tumor on a long 
pedicle may be removed by simple colotomy and 
excision. We do not believe that segmental re- 
section is necessary or advisable in all cases of 
a single polyp. However, if there is any doubt in 
the surgeon’s mind as to the character of the 
tumor, segmental resection should be done. A 
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TUMORS OF THE COLON AND RECTUM—FANSLER AND SMITH 


frozen section should be made at the time of 
operation. While in many instances these ex- 
aminations are inconclusive, there are cases in 
which a positive diagnosis of malignancy can be 
made. After the bowel is opened, a sterile 
sigmoidoscope should be routinely introduced to 
25 cm. proximal and distal to the point of in- 
cision to rule out lesions beyond this point. The 
rest of the colon should be carefully palpated for 
additional lesions. 

Frank carcinomas present in the rectum can 
easily be identified by their induration, rough, 
irregular edges and tendency to ulcerate. These 
are usually flat invasive lesions with a central 
ulceration and raised margins, but may be poly- 
poid. The polypoid lesion may vary from a small 
tumor with malignant changes to large tumors 
completely surrounding and _ obstructing the 
bowel. Regardless of their clinical appearance 
they should be adequately biopsied. Preferably, 
the biopsy should be taken at the edge of the 
tumor near what appears to be the junction be- 
tween the tumor and the normal bowel mucosa. 
Occasionally what appears to be grossly malig- 
nant may be diagnosed on microscopic examina- 
tion as a simple infectious granuloma. Tumors 
lying in the lower two-thirds of the rectum should 
be resected by an abdominal-perineal resection. 
Tumors proximal to this in the upper third of 
the rectum may in some instances be removed 
by anterior resection and primary anastomosis. 
At least 8 cm. of normal bowel should be resected 
caudad to the tumor mass to accomplish adequate 
resection. Carcinoma of the sigmoid is usually 
removed by segmental resection, removing a wide 
wedge of mesentery and regional lymph nodes. A 
primary anastomosis is then done. Carcinoma 
of the descending colon and in the splenic flexure 
is resected by hemicolectomy and 
anastomosis. The same applies to cecal and 
hepatic flexure tumors. Tumors of the trans- 
verse colon are removed by wide segmental re- 
section and removal of most of the transverse 
mesocolon. 


primary 


A rare type of tumor which is occasionally 
found in various age groups is the villous papil- 
loma. This tumor is characterized by its soft vel- 
vety appearance and many small finger-like pro- 
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jections. Usually it bleeds readily and secretes a 
large amount of mucus. These tumors are usual- 
ly single and may be extensive enough to com- 
pletely surround the entire bowel. About 10 per 
cent of these tumors are malignant and they 
should all be resected locally by the total biopsy 
method and thoroughly sectioned for evidence of 
malignancy. If malignancy is found it should be 
re-evaluated and a more radical procedure done. 
These tumors if benign on microscopic section are 
notorious for their tendency to recur locally. 

Non-malignant tumors found in the colon and 
rectum include lipomas, fibromas, lymphomas, lio- 
myomas and carcinoids. All of these are relatively 
rare. Usually they are felt as submucous tumors 
over which the mucosa is freely movable. They 
are easily removed by incising the mucosa and 
shelling out the tumor. They should all be sub- 
jected to microscopic scrutiny, and if any evi- 
dence of malignancy is found, a radical procedure 
is indicated. 

Treatment of carcinoids is a matter of contro- 
versy. Up to 10 per cent of these tumors have 
a tendency to be invasive and metastasize. When 
these tumors are excised, a segment of the sur- 
rounding muscular coats of the bowel should be 
removed, and if on microscopic examination in- 
vasion is discovered, additional radical surgery is 
indicated. 

Summary 

1. A good digital and proctoscopic examina- 
tion should be a routine part of all physical ex- 
aminations. 

2. Tumors suspected of lying above the reach 
of the sigmoidoscope should be investigated by 
thorough air contrast barium enema study with 
the x-ray and fluoroscope. 

3. Most tumors lying in the rectum within the 
reach of the sigmoidoscope can be totally or ade- 
quately biopsied from below followed by fulgura- 
tion of the base of the smaller ones. Microscopic 
study then should be the basis for further treat- 
ment. 

4. Carcinomas lying in the lower two-thirds 
of the rectum are best treated by abdominal-peri- 
neal resection. Tumors lying above this area may 
be treated by anterior resection or segmental re- 
section and primary anastomosis. 











Topical Hydrocortisone in the 


Treatment of Skin Diseases 


44 HE PURPOSE of this report is to review 

a year’s experience with topical application 
of hydrocortisone in the treatment of various 
skin diseases. It is well known that the steroid 
hormones exert a beneficial effect on many in- 
flammatory conditions of the skin. Unfortunately, 
their systemic administration is attended by not 
inconsiderable risk, and this risk is only oc- 
casionally justified. In contrast to its effective- 
ness in certain eye disorders, cortisone has been 
largely unsuccessful when applied to the skin. 
However, it has become apparent that topical hy- 
drocortisone is much more effective than corti- 
sone, and in fact makes a considerable contribu- 
tion to the treatment of at least a few trouble- 
some skin diseases. 

Table I presents the results of hydrocortisone 
ointment treatment of 147 cases of various 
dermatoses. The cases cannot be said to be un- 
selected, but because of the relative expense of 
this treatment, the cases treated tended to be 
difficult ones, often of long duration and unsuc- 
cessfully treated with many other preparations. 
The results are classified as 0, +, no or virtually 
no improvement; +, minor or short term im- 
provement only ; + +, considerable improvement ; 
+++, great but incomplete relief, or complete 
relief which did not persist through the observa- 
tion period; and +++ +, complete “cure”, last- 
ing throughout the followup interval. It will be 
noted that there are relatively few ++++ re- 
sults, which indicates that hydrocortisone oint- 
ment is no panacea, but this should not be inter- 
preted as too great an indictment of the drug, 
because many of the ++ or ++ 7+ results rep- 
resent considerable therapeutic success. 

The patients with atopic dermatitis presented 
some of the most gratifying results. Past treat- 
ment of this disorder has been disappointingly 
unsuccessful, and many of the patients in this 
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group had been to a very large extent incapaci- 
tated by their illness, as well as being disfigured 
and uncomfortable. The patients showing ++ 
or +++ improvement, while not completely 
cured by hydrocortisone, were often improved to 
the point of being able to resume normal activi- 
ties. Several volunteered the comment that this 
drug gave the most relief of anything they had 
ever used. 


TABLE I. DEGREE OF IMPROVEMENT 
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Atopic dermatitis 31 

Hand and other chronic 
eczemas 

Seborrheic dermatitis, 
including otitis externa 

Acute dermatitis, in- 
cluding venenata 

Lichen simplex chronicus 

Nummular eczema 

Dysidrotic eczema 

Intertriginous dermatitis 

Mycotic dermatitis 

Mycotic “ID” eruptions 

Blepharitis 

Recalcitrant pustular 
eruption of palms and 
soles 

Acrodermatitis continue 
of Hallapeau 

Pruritus, anal, scrotal 
and vulvar 

Psoriasis 

Lichen planus 

Lupus erythematosus 

Rosacea 

Darier’s disease 
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An example of a good result was a patient 
who had been hospitalized at least twenty times 
in the last nine years. He has now been work- 
ing for ten months without interruption, the 
longest time he has ever put in on the job in 
his whole adult life. He is by no means free of 
eczema, but he is able to control it to the point 
where he is not incapacitated by it. Another 
patient in the +++ group has now used the 
drug for fifteen months, the longest of any pa- 
tient in this entire series. Before starting the use 
of this preparation he was required to sleep with 
a wire mask on his face in order to prevent dis- 
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figuring himself by scratching in his sleep. His 
experience with compound F is interesting and 
presents some features common to many patients. 
When he first started its use, he obtained dramatic 
improvement. After three or four months, the 
drug gradually lost its effectiveness until the pa- 
tient discontinued treatment. After another three 
or four months, during which time he tried 
several different remedies with poor results, he 
again tried hydrocortisone ointment. He has now 
used the drug in conjunction with a patent 
“softening” cream for over seven months, and 
remains in the best condition he has been in for 
twenty years. There is no present evidence of 
hydrocortisone ointment again losing its effective- 
ness. Several other patients in this group have 
also used hydrocortisone in conjunction with other 
topical remedies with apparent success, about 
which more will be said later. 

The second group, though heterogeneous, rep- 
resents some of the dermatologist’s commonest 
and most difficult problems. It contains the chronic 
hand eczemas, and various chronic scaly inflam- 
mations which come under the heading of neuro- 
dermatitis, chronic contact dermatitis, or perhaps 
more accurately, eczema, cause undertermined. 
In general, the results in this group, though not 
spectacular, were good, considering the long his- 
tory of unsuccessful previous treatment given 
by many of these patients. Here again, many of 
the patients were treated with combinations of 
hydrocortisone with other topical remedies such 
as tar, ichthyol, vioform, et cetera. The eight 
patients with seborrheic dermatitis did reasonably 
well, In latter months an ointment containing 
neomycin in addition to hydrocortisone was used 
and seemed to produce slightly better results in 
seborrheic dermatitis than hydrocortisone alone. 
It is commonly recognized that there is an ele- 
ment of at least secondary bacterial infection in 
this disease. In lichen simplex chronicus, hydro- 
cortisone ointment was somewhat less successful 
than in other chronic inflammations. This is un- 
derstandable, in that lichen simplex chronicus 
very probably is of psychic origin and no topical 
temedy could be expected to correct the under- 
lying cause. It is interesting that in several in- 
stances, objective improvement in the lesions far 
exceeded subjective, in that the plaques lost their 
inflammatory character while continuing to itch. 


In nummular eczema the results were good, and 
it is felt that hydrocortisone ointment. makes a 
definite contribution to the treatment of this 
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stubborn eruption. No effect was produced in an 
acute vesicular fungus infection of the feet, while 
an “id” eruption on the hands was benefited. The 
result in three cases of blepharitis of various 
causes was good. 


The cases of acute dermatitis point up the 
weakness of this form of therapy as well as its 
strong points. Perhaps it would be well to dis- 
cuss briefly the cases which were not helped. One 
was a patient with acute poison ivy eruption. Ap- 
plication of hydrocortisone ointment did not mate- 
rially retard the development of the full-blown 
bullous reaction. Another patient was a florist 
who developed a severe dermatitis from chrysan- 
themums. She was unable to stop work and so 
continued contact with the offending allergen. 
Hydrocortisone application did not help her very 
much. Another similar patient was a farmer with 
a weed dermatitis on the legs. He continued to 
work and was not benefited by treatment. 


On the other hand, those cases in which the 
causative substance was identified and could be 
avoided did much better. Illustrative cases in- 
cluded an acute dermatitis from contact with 
rubber, and another from adhesive tape. They 
recovered very quickly after discontinuing contact 
with these substances and the application of hy- 
drocortisone. Admittedly, they would have gotten 
well anyway, but it seemed that their recovery 
time was materially shortened in comparison to 
similar cases treated by older methods. 


The patients with pruritus ani, scroti and/or 
vulvae treated with hydrocortisone ointment were 
among the most grateful in this series. The re- 
sults in these patients were strikingly good. An 
example is a man who had had pruritus ani since 
World War II. He had had a lot of treatment 
without much relief. He obtained immediate com- 
plete relief from his itching and gradual return 
of the skin to a normal appearance, and needs to 
apply the ointment only once every two to three 
days in order to remain completely symptomless. 
On the debit side, it must be reported that one 
patient who had good immediate relief noted a 
gradual decrease in results after five months’ use, 
and finally discontinued using the ointment. It is 
interesting that, in this case, increasing the 
strength of the ointment from 1 to 2.5 per cent 
did not produce any better results. The one failure 
was a case’ of acute anal pruritus following the 
oral use of an antibiotic. This is the only patient 
with pruritus from antibiotics treated: in this 
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series, but at least one author has reported good 
results in similar patients. 

Hydrocortisone topically may be said to be of 
little value in the treatment of psoriasis, lichen 
planus, discoid lupus erythematosus, rosacea and 
Darier’s disease. The patient with psoriasis who 
was slightly helped was a patient with an acute 
irritative reaction in the anogenital area, such as 
is occasionally seen in “inverse” psoriasis. This 
irritation may be thought of as comparable to any 
other acute dermatitis. In this patient it was 
rapidly controlled by hydrocortisone, but the 
psoriasis itself was unaffected. The patient with 
lichen planus who was helped to some degree had 
a severely itching plaque over a pretibial surface. 
The itching was lessened considerably by hydro- 
cortisone, and hence the irritation resulting from 
scratching, but the lichen planus itself was unaf- 
fected. 


Contraindications 


So far, no contraindications to the use of this 
ointment have been established. None of the pa- 
tients in this series has been made worse by it. 
No sensitivity to topically applied hydrocortisone 
was observed or has been reported in the litera- 
ture. The possibility of systemic effect from per- 
cutaneous absorption of hydrocortisone must be 
considered, but no evidence of it was observed, 
and it is almost mathematically impossible for 
patients using the amounts of drug used in this 
series to absorb any appreciable quantity of it. 
An experimental study has shown that topical ap- 
plication of extremely large amounts of hydro- 
cortisone had no demonstrable effect on the cir- 
culating eosinophile count. 

Another theoretical possibility is the spread of 
infection on the skin during the use of hydro- 
cortisone. Actually no evidence of this was ob- 
served, though the ointment was not used in 
grossly infected lesions. To obviate this theoreti- 
cal possibility, however, there is now on the 
market a combination ointment containing neomy- 
cin in addition to the hydrocortisone. This was 
used in several cases, and in at least two cases 
of seborrheic dermatitis (in which there is prob- 
ably an element of infection) gave better results 
than the plain hydrocortisone. 

In this series, combinations with other drugs 
were tried, including tar and ichthyol ointments 
and pastes, vioform ointment, et cetera. No at- 
tempt was made to compound these together, but 
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the hydrocortisone ointment was applied first, 
massaged into the skin, and the other preparations 
then applied over it. In several instances these 
combinations appeared to give better results than 
either one of the pair used singly. This sequence 
was actually attempted in several instances. 

There are now several brands of the ointment 
available. They differ only in the ointment base 
used, some being in a vanishing cream type base 
and others in a grease. Some patients expressed 
a preference for the grease base, others for the 
vanishing cream base. The grease base has the 
advantage of being somewhat less costly to use, 
in that it spreads more thinly on the surface of 
the skin, hence less is needed. To further con- 
fuse the issue, the ointment combination with 
neomycin is in yet a third type of base. 

An objection to the use of this preparation 
which is always raised immediately is the great 
expense of the drug. Admittedly, it is expensive, 
and several patients have discontinued its use 
for that reason. On the other hand, the expense 
is less than it may appear, in that only very small 
quantities of ointment are necessary. The tech- 
nique is to apply it in as thin a layer as possible 
and then massage it into the skin until practically 
none is left on the surface. This is necessary 
only twice a day, and sometimes even less often. 
Used in this way, the drug is pleasant to use and 
a 1 dram tube will last for several days or longer, 
even when used on relatively large areas of skin. 
This brings the treatment’s cost down to a point 
where it compares not too unfavorably with that 
of many other medications. It is perhaps not 
widely enough appreciated how expensive prac- 
tically all drugs are in the present age. Several 
patients volunteered the opinion that the cost of 
the ointment was well worth while in view of 
the benefit obtained. Certainly in the extreme 
cases in this series, particularly atopics, in which 
the patient was able to continue working and 
was spared the expense of hospitalization, the cost 
of the ointment was easily justified, even if nec- 
essary quantities cost several dollars a week. 

There have already been several reductions in 
the cost of the ointment, and it is hoped that 
there will be more in the near future. Recently 
there has been marketed a 20-gram container 
which sells for roughly two and one-half times 
the cost of the 5-gram tube. This affords con- 
siderable saving to those patients requiring larger 
quantities. 

An attempt was made to reduce the cost of 
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therapy by making the ointment by grinding tab- 
lets of hydrocortisone and incorporating the 
powder in an ointment base. This reduces the 
cost of the actual material used about a third, but 
there is considerable labor required of the phar- 
macist, and there is further possibility that the 
resulting unsterile ointment may deteriorate rapid- 
ly. This technique is probably not justified ex- 
cept in large clinics where considerable quantities 
of the ointment are being dispensed within only 
a few days after preparation. 

A final favorable factor in the cost of the oint- 
ment is that in almost all cases the 1 per cent 
ointment seemed to work about as well as the 
2.5 per cent, at less than half the cost. In only 
exceptional instances was the 2.5 per cent definite- 
ly superior. 


Summary and Conclusions 


Ointments containing hydrocortisone were used 
in the treatment of 147 patients with a variety 
of inflammatory skin diseases. Results indicate 
that the preparation is of considerable value in 
chronic eczemas and in pruritus, but of little help 
in psoriasis, lichen planus, lupus erythematosus, 
et cetera. 

Discussion 


H. F. R. Prass, M.D.—I would like to compliment 
Dr. Goltz on this excellent paper and on his conserva- 
tism, both in the handling of the corticosteroid and in 
the interpretation of the results. This conservatism de- 
serves to be emphasized so far as prescribing ACTH 
and cortisone, even when exceedingly small doses are 
used. A number of cases of Addisonian crisis have been 
reported precipitated either by surgical trauma or auto- 
mobile accidents following the injection of as little as 
25 mg. of hydrocortone into the knee joints. In the case 
of patients who have taken cortisone or ACTH, I be- 
lieve it is more important that they carry identification 
than it is with the diabetic. This should take the form 
of a card in the billfold or purse, stating that these 
drugs have been used, so that if the individual is in- 
jured in an accident, necessary supportive measures may 
be taken to prevent these crises and probably death. 
This is more important for the ACTH or cortisone 
patient than it is for the diabetic, for the diabetic 
eventually identifies himself with a little sugar in the 
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urine, while these patients simply go into shock and 
become edematous. . 


I. FisHer, M.D.—I agree with Dr. Goltz that there is 
much to be said for the use of hydrocortisone ointment 
in the chronic lichenfied dermatitis. This is particularly 
true in the case of the atopic dermatitis or in the sharply 
localized chronic lichenfied dermatitis. These appear 
to respond well to the use of hydrocortisone ointment in 
most instances. The ointment in itself is not a cure-all, 
nor does it clear all of these. It does, however, prove 
to be a very valuable adjunct in treatment and in many 
instances the only agent needed. I have not seen results 
quite as good as those Dr. Goltz has pointed out in 
some of these cases, but this may very well be a matter 
of individual interpretation and persistence in the use of 
the agent. I would certainly agree that there is a defi- 
nite need for and room for the use of this preparation 
in the care of atopic dermatitis. 

I do feel also that there is some difference in the 
results from 2.5 per cent hydrocortisone ointment com- 
pared to the 1 per cent and there are some instances 
when it does have its very definite merit and indications, 
particularly where the 1 per cent ointment has failed. 
One must admit also that the physical properties of an 
ointment are often as important as its specific therapeutic 
effect. That may explain the reason for the difference 
in the effect of hydrocortone ointment depending on the 
base in which it is incorporated. One may have to feel 
his way along here, using one type of base or the other 
in order to obtain the best results in the individual 
patient. 

I have seen only two instances of any local irritation 
from hydrocortone ointment. These have not been in- 
stances of specific contact dermatitis but more apparent 
local irritation. 

Another advantage in the use of the medication locally 
lies in the fact that then we may refrain from the use 
of such a potent agent systemically or at least to be 
able to cut down on the dose of this drug used systemi- 
cally. It is our feeling that cortone or hydrocortone 
should be used very cautiously in the dermatologic pa- 
tient, when it is administered systemically. There are 
not too many indications for its use in the acute or 
chronic dermatitis. We feel that this drug has been 
used somewhat loosely in the past and the time may 
come when we will have some repercussions from it. 
We cannot stress too strongly the need for caution in 
the use of this drug and for going without it when- 
ever possible, particularly when local management will 
do a good job. This is especially true in the acute 
processes that will subside with good conservative man- 
agement rather than with something as radical as 
ACTH, cortisone, or hydrocortone systemically. 











A New Hydrocortisone 


for Intra-articular Use 


HE MAJOR limitation attending the intra- 

articular use of hydrocortisone acetate in 
rheumatoid arthritis is the relatively short dura- 
tion of action of this drug. Although about 90 
per cent of patients can expect significant local 
relief of symptoms within twenty-four hours fol- 
lowing the injection of 25 to 50 mg. of hydro- 
cortisone acetate into an actively inflamed joint, 
this relief usually lasts for only two weeks or 
Occasionally the effect lasts as long as a 
month, and only rarely much longer. 

In an attempt to obtain a more prolonged local 
effect from hydrocortisone acetate the author has 
studied several different methods of administering 
it.t Instead of the usually recommended dose of 
1 to 1.5 cc. (25 to 37.5 mg.), patients were given 
2 to 3 cc. (50 to 75 mg.) at one time. Although 
many patients obtained no greater benefit from 
the higher dose, in a large number local relief was 
prolonged by several days to a week or more. 
The author now makes it his regular practice to 
inject a minimum of 2 cc. (50 mg.) of hydro- 
cortisone acetate into most of the larger joints. 

A logical extension of this experience was the 
use of massive doses of hydrocortisone acetate 
intra-articularly. Approximately 100 injections of 
125 to 250 mg. each were made into the knee 
joints of more than thirty patients. This study 
is incomplete but it appears that definite pro- 
longation of benefit can be effected in many pa- 
tients. There was no increase in adverse local re- 
actions, and some patients showed systemic im- 
provement for two to four days indicating prob- 
able absorption of the drug. Two patients, both 
of whom received three such massive injections, 
experienced “local remissions” in their knees. 
The “local remissions” have now continued for 
more than eighteen months despite the persistence 
of active synovitis in other joints. 

A third method of attempting to prolong the 
local effect of hydrocortisone acetate involves the 
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weekly injection, for a four to six-week period, of 
1 to 2 cc. of the drug even though the joint 
remains asymptomatic. The majority of patients 
treated in this manner showed no cumulative 
effect. A few had relief lasting more than a 
month following the last injection, and one had 
a “local remission” of more than a year. One 
cannot help speculating as to the possible future 
replacement of surgical synovectomy by some 
chemical means. 
Present Study 


The present report concerns a less soluble ester 
of hydrocortisone, hydrocortisone-tertiary-butyl 
acetate, which was developed in the research 
laboratories of Merck and Co.* A preliminary 
report by Hollander et al* indicated that approxi- 
mately 50 per cent of patients obtained better 
results with this compound than with ordinary 
hydrocortisone acetate, the duration of effective- 
ness of the new compound being two to ten times 
greater. Several other analogues of hydro- 
cortisone which they tested showed no com- 
parable superiority. 

Thirty patients with rheumatoid arthritis were 
given, at different times and into the same joint, 
equivalent doses of hydrocortisone acetate and 
hydrocortisone-tertiary-butyl acetate. The local 
response was recorded in terms of the degree of 
improvement and its duration. The detailed data 
are presented in Table I. In no patient was the 
new compound less effective than hydrocortisone 
acetate. In five patients both drugs were equally 
effective. In the remaining twenty-five patients 
hydrocortisone-tertiary-butyl acetate showed some 
superiority. In eighteen patients this superiority 
was demonstrated by a longer duration of 
beneficial effect; in two patients by a greater 
degree of benefit; and in five patients by an in- 
crease in both degree and duration of local joint 
benefit. The average duration of relief for hydro- 





*Supplied through the courtesy of Dr. E. Alpert, 
Manager, Clinical Research. 
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cortisone-tertiary-butyl acetate was two to three 
times that of hydrocortisone acetate. No ad- 
yerse reactions were encountered with either drug 
beyond the occasional (5 to 10 per cent) mild to 
moderate increase in local joint symptoms for 
four to 12 hours following an injection. 
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of both hydrocortisone acetate and hydrocortisone- 
tertiary-butyl ‘acetate with the results recorded in 
Table II. In one patient with chronic disability 
neither drug was particularly effective, but in the 
remaining four the new compound appeared to 
offer a significant advantage. 


TABLE I. RHEUMATOID ARTHRITIS 

















Hydrocortisone Acetate Hydrocortisone-tertiary-butyl Acetate 
Patient Joint Grade Total Grade Total 
Dose of Im- Durationt Dose of Im- Duration 
mg. provement* Days mg. provement Days 
1 elbow 50 III 10 50 III 42 
knee 50 III 28 50 III 28 
2 both knees 50 III 4 50 III 12 
both knees 125 Ill 14 125 III 20 
3 ankle 50 IV 24 50 IV 42 
4 It. knee 50 III 14 50 III 28 
rt. knee 75 III 14 75 III 28 
5 knee 125 III 42 125 III 42 
6 both knees 50 IV 14 50 IV 28 
both knees 75 IV 14 75 IV 56 + 
7 It. knee 30 III 21 30 III 
It. knee 50 III 23 50 III 20 
8 It. knee 25 III 10 25 III 30 
rt. knee 50 III 8 50 II 24 
9 knee 25-50( <4) I 10 50 III 56 
10 | rt. knee 125( X2) IV 21 125 IV 49 
rt. knee 50 Ill 7 50 III 28 
It. knee 50 Ill 3 50 III 21 
It. knee 125 IV 28 125 IV 49 
11 both knees 50 III 10-12 50 III 24-28 
12 knee 50 III 40 50 III 42 
13 knee 250 II 35 250 III 35 
14 elbow 50 III 10 50 III 23 
15 knee 50 II 7 50 I 14 
16 knee 50( X2) I 4 50 IV 21+ 
17 wrist 50( X2) II 42-56 50 III 56 
18 | knee 50( X2) I-II i 50 Ill 42 
19 It. knee 50 IV 8 50 IV 22 
It. knee 125 II 14 125 IV 21+ 
20 knee 125( X2) II 2-4 125 II 21 
21 knee 125( X3) 7-14 62.5 II 35 
22 knee 125 Ill 21 50 III 28 
23 knee 50 III 14 50 III 21 
24 knee 50 Ill 56+ 50 III 56+ 
25 wrist 50 III 56 50 Ill 56+ 
26 knee 75 II 21 75 II 24 
27 knee 50 III 7 50 Ill 14+ 
28 rt. knee 30 II 28 50 II 30 
It. knee 90 III 42 75 III 45 
29 It. knee 125 III 28 
250 IV 42 50 III 56 
30 rt. knee 125 Ill 28 125 III 42 























*Grade I =10 to 25%; II =25 to 50%; III =50 to 95%; IV =complete relief. 
+Duration of any improvement, that is, joint returned to pre-injection state. 


TABLE II. OSTEOARTHRITIS 






































Hydrocortisone Acetate Hydrocortisone-tertiary-butyl Acetate 
Patient Stage Grade Duration of Grade Total 
Dose of Im- Improvement Dose of Im- Duration 
mg. provement ays mg. provement Days 
1 chronic 125 II 4 50 III 28+ 
2 subacute 50 Il 3 50 II 21 
3 subacute 5 IV 4 50 IV 35+ 
4 subacute 75 II 14 75 III 14+ 
5 chronic 50 I 5 50 I 7 
Osteoarthritis Shoulder Periarthritis or “Bursitis” 


As has been previously recorded by the author,’ 
the: chief usefulness of intra-articular hydro- 
cortisone for degenerative arthritis is in the 
patient suffering from an acute or subacute 
exacerbation of his symptoms. Five patients with 
osteoarthritis of their knees were given injections 


June, 1955 


Due to the considerable day-by-day variation 
in symptoms, the high incidence of spontaneous 
improvement, and other factors, the evaluation’ of 
a therapeutic agent for periarthritis or so-called 
“bursitis” of the shoulder is beset with many 
difficulties. However, since the procedure is 
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simple, safe and inexpensive, and with the belief 
that there is a logical rationale to its use, the 
author has adopted the practice of treating most 
of his patients with severe acute or subacute 
periarthritis by the localized infiltration of the 
injured and inflamed rotator cuff tendon with 
hydrocortisone acetate. Approximately 75 per 
cent of patients so treated have obtained 50 per 
cent or more relief of symptoms within twenty- 
four hours following a single injection. In 
addition to the relief of pain, the procedure has 
the added benefit of allowing earlier use of 
physical therapy for the correction of the con- 
tracted shoulder that occurs in so many patients. 

Nine patients with acute or subacute peri- 
arthritis were treated with the local injection of 
25 to 50 mg. of hydrocortisone-tertiary-butyl 
acetate. Two patients received little or no relief 
from the injections and the remaining seven ob- 
tained 50 per cent or more relief of symptoms. 
One patient who showed no relief following x-ray 
therapy the week before obtained a grade 2-plus 
response. Another patient obtained a grade 4 
response within twenty-four hours whereas she 
had failed to benefit from x-ray therapy and two 
injections of hydrocortisone acetate given by her 
physician. From this limited group, however, it 
appears that the overall results with hydrocorti- 
sone-tertiary-butyl acetate are rather similar to 
those obtained with hydrocortisone acetate. 


Summary 


A comparison is made of hydrocortisone acetate 
and hydrocortisone-tertiary-butyl acetate when 
injected into the joints of thirty patients with 
rheumatoid arthritis. In 80 per cent of cases this 
new and more insoluble hydrocortisone ester 
demonstrated some superiority. This superiority 
was usually a prolongation of the local anti- 
inflammatory effect to two to three times that of 
hydrocortisone acetate. 

Four of five patients with osteoarthritis of the 
knees showed a similar greater benefit from 
hydrocortisone-tertiary-butyl acetate. 

Nine patients with acute or subacute peri- 
arthritis of the shoulder were given local tendon 
injections of hydrocortisone-tertiary-butyl ace- 
tate. Only one patient was also given hydro- 
cortisone acetate, but when compared with 
previous experience with hydrocortisone acetate, 
the new ester appears to offer about the same 
degree of benefit. 
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WIDOWS 


The number of widows in the United States in- 
creased by 90 per cent during the years between 1920 
and 1953, while the adult population of women gained 
only 63 per cent. In 1953, there were almost 7.5 million 
widows in the United States. At present, one woman 
in every ten in the age group ‘from forty-five to fifty- 
four is a widow, and the proportion is more than one 
in every four at ages fifty-five to sixty-four. 

The recent increase in widows is apparently chiefly 
in the cities. The statisticians who are responsible for 
these figures believe that many widows in rural areas 
who do not remarry soon move to the city. 
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The importance of these statistics lies in the fact 
that widows inherit considerable assets and thus have a 
considerable voice in the economic affairs of the country. 
The problem is important because of the large number 
of dependent children left in the care of widows, and 
the relationship between broken homes and delinquency 
is clearly established. Another question is the dis- 
proportion in life expectancy of the male population to 
that of the female population which is so significant 
as to demand special consideration—M. FISHBEIN: 
Editorial, Postgraduate Medicine, 17:338 (April) 1955. 
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in Chronic Pancreatitis 


HRONIC relapsing pancreatitis constitutes a 

serious organic disease of the pancreas char- 
acterized by acute attacks separated by nearly 
complete remissions. Since the recognition of 
mild acute edematous or interstitial pancreatitis by 
Zoepffel?® in 1922 and Elman® in 1933, and the 
introduction of a practical serum amylase test by 
Somogyi?’ in 1938, the clinical diagnosis of acute 
pancreatitis has been much easier and more 
common. 

An unknown fraction of patients suffering 
from attacks of pancreatitis are destined to have 
recurrent attacks causing pancreatic dysfunction, 
such as diabetes mellitus, steatorrhea, creatorrhea, 
pseudocysts, severe abdominal pain and calcifica- 
tion, resulting malnutrition, anemia and drug ad- 
diction in about half the cases.* 


Cause of Chronic Pancreatitis 


Chronic relapsing pancreatitis appears to be 
repeated attacks of acute pancreatitis with re- 
sulting permanent changes in the pancreas. The 
cause of neither acute nor chronic pancreatitis is 
known. The most widely accepted theory is that 
of reflux of bile into the pancreatic duct due to 
impaction of a gallstone in the ampulla of Vater’ 
or to spasm of the sphincter of Oddi. 

Other theories include (1) obstruction of the 
pancreatic duct from pancreatic sphincter spasm, 
pancreatic-duct calculi, epithelial hyperplasia, ade- 
nomas or strictures; (2) apoplexy from vascular 
closure or spasm; (3) trauma, including opera- 
tions, and (4) infectious processes from mumps, 
scarlet fever or gallbladder infections. 


Common-Channel Theory.—The basis for the 
common-channel theory rests on clinical, anatomic 
and cholangiographic data. 


Clinical Data.—Clinical observations of the fre- 


Presented before the Minnesota Academy of Medi- 
cine, March 10, 1954. 
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quent association of gallstones or disease of the 
biliary tract with acute and chronic relapsing 
pancreatitis suggest either a causal relationship 
between them or that both diseases may be due to 
a common etiological agent or physiological ar- 
rangement. This association is well established.’ 
Opie’s common-channel theory has been the most 
broadly accepted explanation of this association. 


Anatomic Data.—Dissection studies have re- 
vealed a common channel to be present in 4 to 70 
per cent of persons. By injecting a test fluid into 
the common bile duct in fresh specimens after 
clamping the terminal 3 mm. of the duct, Hjorth® 
demonstrated a common channel in 86 per cent 
of 100 cases. : 

Since obstruction of the ampullae by stone with 
retrojection of the bile into the pancreatic duct 
was found in only 1.4 per cent of 437 cases by 
Guleke® and 4.4 per cent of 1,278 cases by 
Schmieden and Sebening,"® this mechanism failed 
to explain the majority of the clinical cases. 


Cholangiographic Data.——Widespread _utiliza- 
tion of cholangiography in humans by Mirizzi** 
and numerous subsequent investigators had ade- 
quately demonstrated that sphincter resistance 
will convert the biliary-pancreatic ductal appara- 
tus into a common channel in humans. 

Howell and Bergh,’° using pressures well with- 
in the range of the secretory pressure of the liver 
and pancreas and about 10 cm. of water above 
the patient’s sphincter resistance, demonstrated 
the pancreatic duct in 41.5 per cent of cases. 
Significant was the fact that by repeated exami- 
nation the pancreatic duct was visualized in four- 
teen of eighteen cases (77 per cent) in which 
clinical pancreatitis had been present and in thir- 
teen of forty-seven cases (28 per cent) in which 
biliary tract disease had been present. Most im- 
portant in their study, however, was the fact that 
elevations of serum amylase above control levels. 
and out of the normal range occurred in both 
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groups in twenty-five of twenty-seven patients in 
whom filling of the pancreatic duct was demon- 
strated. Elevations of serum amylase occurred in 
only one patient in whom filling of the duct was 
not demonstrable. Attacks of acute pancreatitis 
lasting a few hours, three days and five days, re- 
spectively, were induced following cholangiogra- 
phy. The clinical diagnosis in these cases was 
established by the presence of pain and a persist- 
ent elevation of serum amylase. The pressures 
of injection were 30, 29 and 25 cm. of water 
respectively. 

Bergh® stated, “We have supposed that such 
irritability (of the sphincter) is due to an inflam- 
matory lesion (choledochitis secondary to stone ).” 
Choledochostomy for prolonged periods (several 
months) has usually led to disappearance of the 
irritability. This sphincter spasm resulting in a 
common channel has been considered by Mallet 
and associates’*!* and by Mirizzi** to be due to 
disease in the biliary tract or pancreas and by 
most writers,’*>*18 to be the cause of biliary- 
tract and pancreatic disease. Resolution of this 
difference must await further investigative work. 


Surgical Treatment of Chronic Pancreatitis 


The surgical attack on pancreatitis based on the 
common-channel theory has been indirect. In 
cases with associated gallstones or nonfunctioning 
gallbladder**® cholecystectomy, choledochostomy 
or choledochoduodenostomy has usually been per- 
formed. Since a considerable number of patients 
with pancreatitis are cured by these procedures, 
and to permit thorough investigation of the extra- 
hepatic biliary tract and sphincter of Oddi and 
determine the presence of a common channel, my 
associates and I have performed choledochostomy 
with removal of the gallbladder if it were dis- 
eased. The choledochostomies were maintained 
for six to nine months, and if the sphincter re- 
sistance and the cholangiogram were normal, the 
tube was removed. Among twelve patients so 
treated one patient suffered recurrent attacks of 
pancreatitis after removal of the tube; three pa- 
tients were admitted with recurrent attacks of 
pancreatitis after treatment elsewhere; in these 
patients common channels were demonstrated by 
cholangiogram. 

Since in all these patients future health and life 
were threatened by their disease and because pre- 
vious therapy had failed, interruption of the com- 
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mon channel between the common bile duct and 
the duct of Wirsung was decided upon. Division 
and reimplantation of the duct of Wirsung were 
selected to avoid the possibility of stricture of ihe 
common bile duct with resultant cholangitis. Di- 
vision of the sphincter choledochus was not per- 
formed, as this therapy is under trial. The dem- 
onstration of contrast medium in the pancreatic 
duct in six of fourteen cases by Doubilet and 
Mulholland’ also suggested that a more nearly 
complete diversion would be advantageous. 

Four patients at the Minneapolis Veterans 
Hospital suffering from chronic relapsing pan- 
creatitis have had division of the duct of Wir- 
sung, near the ampulla of Vater; in one patient 
the proximal end of the duct was ligated, and in 
three patients it was reimplanted by suture anas- 
tomosis to the duodenum distal to the papilla. A 
fifth patient at the University Hospital has had 
division of the duct of Wirsung but the pancre- 
atic end could not be located. The end of the duct 
toward the ampulla was ligated and an omental 
patch was sutured into the operative defect in 
the pancreas. An external fistula resulted and 
he continued to have pain. 


Report of Cases 

Case 1—A _ twenty-eight-year-old man was admitted 
on September 10, 1948. Closure of a perforated peptic 
ulcer had been done in 1945. He had noted acute upper 
abdominal pain on August 8, 1948, after drinking beer. 
On August 22, exploration resulted in the diagnosis and 
external drainage of a pancreatic cyst. A wound sepa- 
ration and a “complete” external pancreatic fistula, re- 
sulting in hypokalemia, severe dehydration and weight 
loss, were present on transfer to our hospital. Rehydra- 
tion, high-protein and high-caloric feedings and adequate 
electrolyte replacement brought about closure of the 
fistula, complete wound healing and a weight gain of 
35 pounds at the time of discharge 28 days later. On 
November 16, 1948, he was readmitted with a new at- 
tack of pancreatitis and choledochostomy was done. 
Between this time and December, 1949, he experienced 
light attacks of pancreatitis, the last two necessitating 
multiple drainage of pancreatic abscesses. Subtotal gas- 
trectomy in March, 1949, had not helped. 

On February 10, 1950, division and ligation of the 
duct of Wirsung were done at its junction with the 
common bile duct. This patient has maintained his 
weight, has had normal stools and is able to work as a 
mechanic. He has returned on numerous occasions but 
has had no severe attacks of pancreatitis in the four 
years since operation. On six occasions elevations of 
serum amylase have been noted. He probably has low- 
grade recurrent pancreatitis. He suffers from recur- 
rent insomnia and periods of mild depression, at which 
time he requests barbiturates and narcotics. 
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Case 2—A twenty-three-year-old man was admitted 
on January 20, 1949. He was a moderate alcoholic. 
Choledochotomy and cholecystectomy had been done 
elsewhere in May, 1948, for cholelithiasis. The T-tube 
was removed in December, 1948, after which epigastric 
pain with extension to the left lumbar region occurred. 
He was admitted for study with severe epigastric pain. 
The serum amylase was 1,236 Somogyi units. After 
three days of failure of therapy, a mass developed. 
Exploration showed a large bile-stained edematous pan- 
creas. A bile-filled abscess was present behind the head 
of the pancreas. Common-duct and retroduodenal ab- 
scess drainage was instituted. Nine days later an abscess 
in the right lower quadrant was drained. The chole- 
dochostomy tube was removed on September 30, 1949. 
He returned on February 19, 1950, with another very 
severe attack which subsided with use of gastric suc- 
tion, splanchnic blocks and antibiotics. Since a com- 
mon channel had been demonstrated by a cholangiogram, 
division and implantation of the duct of Wirsung was 
done on April 10, 1950. When last seen on September 
30, 1950, he was asymptomatic. 


Case 3.—A thirty-seven-year-old man was admitted on 
December 21, 1948. He was a bartender and a moderate 
alcoholic. Since June, 1948, he had had repeated attacks 
of epigastric pain, nausea and vomiting. A large epi- 
gastric mass with a pronounced bruit was noted in his 
epigastrium. Serum amylase studies were normal. On 
December 28, 1948, he was explored for pancreatitis 
with pseudocyst formation but only a chronically en- 
larged pancreas was found. Choledochostomy was done. 
Cholangiography demonstrated a common channel and 
caused an exacerbation of pain and increase in serum 
amylase. The T-tube remained in place one year, dur- 
ing which time he continued to have mild attacks of pain, 
nausea and vomiting. Four months after removal of 
the T-tube he entered another hospital with an attack 
of severe pain. This pain recurred twenty-four hours 
later and subsided after ten days of conservative ther- 
apy. He was transferred to our hospital in April and 
on May 10, 1950, transection and reimplantation of the 
duct were done. His postoperative recovery was un- 
eventful. He suffered an attack of epigastric pain 
eighteen months later accompanied by albuminuria, 
hematuria and granular casts, with normal serum 
amylases on two occasions. A deformed spastic duodenal 
bulb was found on gastrointestinal examination. No 
definite diagnosis was established, though the presence 
of glomerulonephritis was likely from analysis of the 
record, 


Case 4.—A thirty-one-year-old man was admitted on 
May 7, 1950, with a history of numerous attacks of 
epigastric pain for 2% years. Exploratory laparotomy 
and drainage of the pancreas had been done in April, 
1949. In August, 1949, splanchnicectomy, vagotomy and 
subtotal gastrectomy had been performed. The fre- 
quency and severity of the attacks were unaffected. On 
December 1, 1950, transection of the pancreatic duct 
with reimplantation was performed. One mild attack 
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occurred two months after operation. None have oc- 
curred since. When last studied fifteen months after 
operation he was eating a regular diet, maintaining his 
weight and had had no attacks of pain. He had soft, 
formed stools which floated. 


Summary 


Ligation of the pancreatic duct was performed 
on one patient who had suffered ten severe at- 
tacks of pancreatitis over a period of nineteen 
months, with pseudocyst formation and complete 
external fistula on one occasion and pyogenic ab- 
scesses on two occasions. Previous drainage of 
the common duct and subtotal gastrectomy had 
failed to control the attacks. No severe incapaci- 
tating attacks have occurred since the ligation, 
though several mild ones have. No serious com- 
plications or evidences of pancreatic insufficiency 
have occurred in the subsequent four years. 

Transplantation of the duct of Wirsung was 
performed on three patients, all of whom had 
symptoms of pancreatitis uncontrolled by other 
procedures, including choledochostomy in two and 
splanchnicectomy, vagotomy and subtotal gastrec- 
tomy in one. All three patients have had control 
of the disease process. In one patient, pancreatic 
insufficiency manifested by large soft floating 
stools developed. 
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Labyrinthine Hydrops 
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Meniere’s Disease 


R ECENTLY one of my colleagues said, “It 
seems to me that I am seeing an increasing 
number of patients presenting the complaints of 
dizziness and tinnitus—some with, some without 
the complaints of hearing impairment.” He went 
on to say that he also felt an inadequacy about 
the treatment of this problem, especially for those 
patients with milder recurring symptoms not re- 
quiring hospital or bed care and who obviously 
seem to be in good general health. This led to an 
exchange of opinion in regard to possible factors 
that could explain an increase in incidence of this 
distressing triad of symptoms affecting the periph- 
eral vestibular apparatus, which has long been 
known as Méniére’s disease. 


I feel sure that many physicians in specialties 
other than otolaryngology meet this problem very 
frequently and perhaps also sense an increase in 
its incidence. The demonstration of the histo- 
pathologic changes in the labyrinth which occur 
in Méniére’s disease by Hallpike and Cairns” in 
1938 served as a stimulus for greater study of this 
condition, and as a result the medical literature 
during the past decade abounds with contributions 
on the subject. Many studies confirm the histo- 
pathologic evidence of an endolymphatic disten- 
tion of the cochlear duct without inflammatory 
reaction, with the result that the terms endo- 
lymphatic hydrops, hydrops of the labyrinth or 
labyrinthine dropsy are now commonly used to 
designate this disease. More and more evidence 
is accumulating to support the theory that an 
autonomic dysfunction or an intrinsic physical al- 
lergy can be the basic cause of this disorder. 

Hilger’* has shown that the vital intra-labyrin- 
thine structures depend for the integrity of their 
function and structure upon end-arteries, without 
collateral circulation. This is true both in the 
cochlea and the vestibule. Disturbed vascular 
physiology common to all end-circulation can 


Inaugural thesis presented before the Minneapolis 
Academy of Medicine on December 15, 1952. 
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cause vasospastic changes in the labyrinth result- 
ing in primary neurovascular ischemia and 
lymphatic hypertension to bring about this syn- 
drome. Hilger claims spasm of branches supply- 
ing the cochlear ganglion cells results in tinnitus 
and hearing impairment in the frequencies in- 
volved. The frequent association of these symp- 
toms with vertigo suggests involvement of the 
vestibulo-cochlear artery. Since extremes of 
physical and mental environment and psychomotor 
factors are chief causes of neurovascular dis- 
turbances, a modification in the way of our 
strenuous life and faulty living seems necessary 
in the prophylaxis and management of labyrin- 
thine dysfunction. By this concept can we also 
point an accusing finger at the vasospastic effect 
of smoking as an additional contributing factor 
in recurrent ischemia of end-circulation ? Do these 
factors then give some support and reason for 
our initial question of a possible increase in the 
incidence of peripheral vestibular and cochlear 
disturbances on a vasomotor basis? 

Williams*> theorizes that Méniére’s disease is 
a form of intrinsic allergy involving the capillary 
loops of the stria-vascularis and that the endo- 
lymphatic distention is a localized extracellular 
edema produced by the spastic-atonic state of 
these capillaries. 

Day’ believes that in an occasional case a specif- 
ic protein allergen may prove to be the causative 
factor and reports observations on several cases 
in which the symptoms could be abolished on re- 
moval of offending allergens only to recur with 
their reintroduction to the patient’s environment. 
Day also believes and presents evidence that in 
labyrinthine hydrops the cochlea is primarily af- 
fected and the vestibular disturbances are due to 
secondary or overflow reactions of the vestibular 
mechanism. When the endolymphatic distention 
is limited to the ductus cochlearis, there will be 
no vestibular symptoms. It is probable then that 
distention of the utricle and saccule and mem- 
branous labyrinth producing vertigo occurs only 
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following an overflow of endolymph from the 
distended cochlear duct. This, according to Day, 
may occur with the initial disturbance, or it may 
be delayed for months or for years. When vertigo 
with nausea and vomiting in violent attacks are the 
prevailing symptoms, he suggests that they may be 
so incapacitating that they overshadow and sub- 
merge the more important cochlear symptoms of 
hearing loss and tinnitus which may have pre- 
ceded vertigo for months or years. Day reviewed 
case histories of 220 patients which included 175 
cases with the typical symptoms of vertigo, deaf- 
ness, and tinnitus, and forty-five cases diagnosed 
as Méniére’s disease without vertigo. A positive 
history of allergy was obtained in forty-five of the 
175 cases of typical Méniére’s and in twenty-three 
of the forty-five cases without vertigo. Twenty- 
seven of the 220 had bilateral involvement. 

Boies? presented a study of the temporal bone 
and inner ear in a forty-seven-year-old man who 
suffered a fatal sub-dural hematoma when he 
fell during an attack of vertigo. A diagnosis had 
previously been made of Méniére’s disease. Histo- 
pathologic findings in this case which were un- 
related to his fatal illness revealed dilatation of the 
cochlear duct and degenerative changes of the 
spiral ganglion in the basal coil of the cochlea. 
This case had also been studied and reported by 
Lindsay'® of University of Chicago. 

From these and many other valuable contribu- 
tions on the subject of peripheral labyrinthine 
dysfunction we now have available evidence that 
endolymphatic hydrops exists with or without 
vertigo. When vertigo is present to complete the 
syndrome of hearing loss with fluctuating tinnitus 
in recurring attacks, we recognize the clinical en- 
tity of Méniére’s disease. From a review by Wil- 
liams** of the original papers of Dr. Prosper 
Méniére on the subject which bears his name, 
it is obvious that this early physician and writer 
had a clear concept of labyrinthine lesions causing 
deafness, tinnitus, and vertigo with vomiting 
which previously in his day were considered 
symptoms of cerebellar or cerebral disease. This 
study also clarifies a universal misintrepretation, 
both in textbooks and papers, that Méniére be- 
lieved hemorrhage into the labyrinth was the chief 
cause of the group of symptoms he described. 
Williams has shown that Méniére was intent on 
demonstrating to his colleagues that vertigo, nau- 
sea and vomiting need not necessarily arise from 
“lesions of the cerebellum or cerebral peduncles,” 
but that when these symptoms are accompanied 
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by deafness, the site of the disease lies in the inner 
ear. 

The first microscopic observations of the tem- 
poral bones of persons known to have had severe 
attacks of vertigo, deafness, and tinnitus during 
life were described by Hallpike and Cairns™ in 
1938. These findings indicated a hydrops of the 
labyrinth, and it is reasonable to conclude that 
the effect of this hydrops on the cochlear duct, 
utricle, and saccule is responsible for the sympto- 
matology. Because we have definite evidence of 
the etiology of this hydrops, the term idiopathic 
has been applied to this disturbance of fluid 
balance in contradistinction to that which has 
been found in association with inflammatory dis- 
ease or vascular accidents of the labyrinth or 
pressure from central lesions. 

Furstenberg* in 1934 reported observations 
suggesting tissue sensitization to the sodium ion 
as the responsible factor for the labyrinthine hy- 
drops in Méniére’s disease. Relief of symptoms 
was affected when retention of sodium was pre- 
vented and its elimination promoted. Investiga- 
tions by Sheldon and Horton*? in 1940 gave evi- 
dence that an alteration in the permeability of the 
capillary walls with secondary edema of the 
middle ear is a likely factor responsible for the 
hydrops and that histamine is an important agent 
in affecting capillary permeability. 

More recently Lempert’® and his co-workers 
have reported on the histologic changes in the 
inner lining of the membranous walls in the endo- 
lymphatic external semicircular canals of six pa- 
tients with Méniére’s disease who had partial 
labyrinthectomy performed for the arrest of ver- 
tigo. They found this inner membranous lining 
of all specimens to be studded with vesiculated 
epithelial excrescences suggesting the formation 
of epithelial fluid collections. They propose the 
theory that an attack of Méniére’s disease is due 
to the rupture of one or more vesicles with re- 
lease of a toxic fluid into the lumen of the endo- 
lymphatic membranous labyrinth. This is de- 
scribed as a chronic progressive herpetic neuritis. 
Lempert also postulates that Ménieré’s disease 
may be primarily a disease of the vestibular 
labyrinth and that the cochlear pathology and 
symptoms are the sequela of the vestibular dis- 
ease. They conclude that the cumulative loss of 
hearing during the course of the disease is due to 
progressive damage of the organ of Corti by the 
repeated contamination of the endolymph by this 
vesicular toxic fluid. 
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Symptomatology 


The triad of symptoms in the usual case of 
Méniére’s disease includes vertigo, tinnitus, and 
hearing impairment. The most constant symptoms 
are tinnitus, hearing loss in one ear and usually 
a sense of blockage of the affected ear. The audi- 
tory symptoms may appear at the same time as 
the vertigo or may precede it. In occasional cases 
there may be attacks of vertigo for weeks or 
months before auditory symptoms appear. The 
hearing loss fluctuates in degree with periods of 
regression, when the noises are also relieved, un- 
til the next cycle occurs. The loss may be progres- 
sive with each cycle. In the early stages the loss 
affects low tones primarily up to about the 4000 
frequency. In late stages the entire tone scale is 
involved. Loss for bone conduction hearing paral- 
lels air conduction loss, suggesting a nerve type 
lesion but the fluctuation in hearing has been de- 
scribed as an indication of conduction rather than 
perception loss. Lempert,?® however, claims the 
permanent loss in hearing must be considered a 
perceptive impairment. There is usually hyper- 
sensitivity to loud sounds, a phenomenon known 
as recruitment, which is notably absent in deaf- 
ness due to a central lesion of the eighth nerve. 


The tinnitus is usually described as a low 
pitched roaring, buzzing or seashell noise. It is 
the most variable symptom of the triad and its 
cause has not been established. 


Vertigo may often be so disturbing that the 
patient is not aware of hearing loss. The attacks 
are usually explosive or paroxysmal, without 
warning and unpredictable in rapidity of onset, 
severity and duration. It may occur at rest, or 
even during sleep. Attacks may last from a few 
seconds to several hours or even days. Repeated 
cycles may go on for weeks or months with only 
mild periods of regression; secondary symptoms 
of nausea and vomiting are simply indicative of 
the severity of the attacks of vertigo. The patient 
usually describes his vertigo as a turning sensa- 
tion in which he feels that he himself is turning 
or objects about him are whirling. He may have 
the sensation of being suddenly thrown to one 
side or in one direction. During intervals between 
severe acute attacks many patients have a con- 
stant feeling of unsteadiness and a vague sense of 
pressure in one ear or in the head. During these 
periods of remission the deafness, tinnitus, and 
hypersensitivity to loud sounds may persist. 
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In the diagnosis it is important to exclude 
chronic middle ear disease, lesions of the central 
nervous system, vascular changes affecting the 
auditory nerve, and toxic labyrinthitis with per- 
ceptive deafness and varying degrees of vertigo, 
In the latter bilateral involvement is the rule 
rather than the exception and the hearing loss 
affects the high frequencies more than the lower 
tone range. Vertigo in toxic labyrinthitis is often 
continuous and paroxysmal attacks rarely occur. 


Caloric tests of labyrinthine function in 
Méniére’s disease, as a rule, show diminished re- 
sponse or normal reaction from the affected side. 
Response from the two labyrinths may be equal 
but the test may often reproduce the vertigo 
described by the patient. The results of the tests 
are not diagnostic of Méniére’s disease. 'Crowe* 
found that in 29 per cent of a series of his cases 
there was no reaction when the labyrinth of the 
affected side was tested. Day’ claims a hyperactive 
labyrinth should never be found in a case of true 
Méniére’s disease. 


A word of caution is here in order when we 
speak so freely of Méniére’s disease in association 
with such a common complaint as vertigo or 
“dizziness”. Let us not narrow our thinking into 
using this syndrome or complex as the catch-all 
or mental shelf on which we place all ver- 
tiginous disorders just because there may be an 
associated hearing impairment and perhaps tin- 
nitus ; or when the patient has previously had such 
a diagnosis made either by himself or by another 
physician and received ineffective treatment for a 
peripheral vestibular disturbance. We must re- 
member that organic disease of the central vestib- 
ular components especially in the brain stem 
and adjacent structures in the early stages may 
be manifested only by the classical signs of 
Méniere’s disease. An organic lesion must be sus- 
pected especially when the labyrinth does not re- 
act to the caloric vestibular test. Functional ear 
examination may disclose a peripheral vestibular 
disturbance, such as in Méniére’s disease, but 
more careful history, x-ray studies and vestibular 
tests, along with complete neurological analysis. 
may reveal a devastating tumor or cyst of the 
acoustic nerve in the region of the cerebellopon- 
tive angle. Dizziness may also be present in the 
course of acute or chronic middle ear suppuration 
with labyrinthitis, cerebellar disease, hypertension 
and cardiovascular disease, toxic vestibular neuri- 
tis, and in many other general systemic infections. 
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Treatment 


Both medical and surgical treatment are in 
current use. It should be stressed that conserva- 
tive medical therapy should be instituted as early 
as possible in all cases suspected of Méniére’s 
disease. If hydrops without vertigo is suspected, 
early treatment may retard or prevent the onset 
of vertigo. The longer the symptoms have per- 
sisted, the less effective is conservative medical 
treatment. Day’ claimed restoration of practical 
hearing and relief from tinnitus in about one-half 
of his cases without vertigo when treatment was 
begun during the first year following onset of 
symptoms. 

These patients are usually victims of tension 
and anxiety states. The physician must express 
utmost sympathetic understanding of their com- 
plaints. All deserve a careful complete physical 
examination, including a neurological study when 
any doubt exists as to the cause of the vertigo. 
They should be told that recurrences in symptoms 
are to be expected, and they must be encouraged 
to live a more quiet and regular life. Mild cases 
are benefited and often controlled by use of seda- 
tives. Williams®® stresses treatment of the anxiety 
state by discussion, explanation and relaxing 
physical therapy. 

On the basis of vasomotor phenomenon with 
increase of capillary permeability resulting in dis- 
turbed water metabolism, Mygind and Deder- 
ing’*?> recommended a low salt diet, limitation 
of fluids to 700 cc. daily or to a point of conscious 
thirst. Salt restriction promoted diuresis. They 
also advised laxative salts, a reducing diet for 
overweight patients, and a high caloric diet for 
the underweight. Physiotherapy was given to im- 
prove vasomotor function. 

Furstenberg® and co-workers have recommend- 
ed a sodium-free diet along with ammonium 
chloride in dosage of 6 to 9 gm. daily for alter- 
nating three-day periods. The course of treatment 
lasts six weeks. A high potassium diet has been 
used by Talbot and Brown?* with favorable re- 
sults. They used 6 to 10 gm. of potassium chloride 
in solution daily. 

The use of histamine by intravenous injection 
has been recommended by Sheldon and Horton?? 
for relief of an acute attack of vertigo. Lillie, 
Horton and Thornell’? reported improvement in 
hearing and relief from vertigo by intravenous 
histamine injections daily for three to six days 
and sometimes longer. They have used 2.75 mg. 
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of histamine acid phosphate in 250 cc. physiologi- 
cal saline solution or in 0.8 per cent potassium 
chloride solution. The fluid is given at a rate of 
20 to 60 drops per minute over a period of about 
one and one-half to two hours. 

The use of nicotinic acid has been recommend- 
ed by Atkinson,’ Williams*® and others. The ac- 
tion is attributed to the vasodilator effect of the 
drug rather than that of a vitamin. Atkinson’ 
claims that one group of cases responds to hista- 
mine desensitization and one group to nicotinic 
acid, distinguishable by an intradermal histamine 
test. For the nicotinic acid group he gives daily 
intramuscular injections of 10 to 50 mg. or oral 
administration of 50 to 150 mg. per day for 
several months. Williams”® advocates vasodilators 
alone for those cases of Méniére’s disease without 
endolymphatic hydrops (recurring attacks of ver- 
tigo without tinnitus or deafness) on the sup- 
position that vasomotor labyrinthine ischemia 
alone is present. He uses nicotinate (Nicamin) 
subcutaneously and nicotinic acid or Roniacol 
orally. When symptoms of hydrops (deafness and 
tinnitus) are present along with vertigo, he com- 
bines the effect of vasodilators to correct the ar- 
teriolar spasm with a low sodium diet for elimina- 
tion of fluid collection in the endolymphatic sys- 
tem. He allows 0.5 gm. of sodium per twenty-four 
hours. A modified Schemm diet seems to meet 
his requirements. This is not only a low sodium 
but an acid to neutral-ash diet. A moderate re- 
striction of fluid to a total intake of 3,000 cc. is 
advised. 

Several drugs have been used for relief of or 
preventive effect on vertigo. These include adren- 
alin, atropine, pilocarpine, estrogens and thyroid 
therapy, diethylstilbesterol, Banthine as ganglion 
blocking agent on the parasympathetics, iodides, 
papaverine, and tetra-ethyl ammonium chloride 
(Etomon) for its blocking action of autonomic 
impulses at the synapses in both sympathetic and 
parasympathetic ganglia. The latter may produce 
severe postural hypotension, and the drug must 
be given with caution in patients with hyperten- 
sion. 

On the basis of Hilger’s’* hypothesis that 
Méniére’s disease is due to autonomic labyrin- 
thine ischemia and the production of a neurovas- 
cular spastic state in the vascular bed of the 
labyrinth, he directs the therapy at correction of 
the vasospasm and the resorption of transudates. 
He believes this is best accomplished in an acute 
vasospastic crisis by a neural block rather than 
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generalized vasodilatation alone, and the most 
effective method of increasing local blood supply 
is sympathetic denervation of the part. He pro- 
poses a combination of a neural blocking agent 
and a peripheral vasodilator that would increase 
the heart action and total blood volume as the 
most ideal and effective approach. For this he 
uses an infusion of 0.1 or 0.2 per cent procaine 
hydrochloride solution in 5 per cent glucose. To 
1 liter of this solution he adds 0.1 mg. of adrena- 
lin hydrochloride and 1 gm. of ascorbic acid. This 
is given intravenously in daily treatments of 250 
to 500 cc. over a period of one and one-half to 
two hours. Hilger considers the beneficial effect 
of this therapy is due to a continuous blockade 
of the cervical sympathetic ganglia. No evidence 
of toxicity or sensitivity has been reported by 
him. In the writer’s experience this treatment has 
produced favorable results in reducing the severe 
acute vertiginous attacks as well as restoring some 
degree of hearing loss in many cases presenting 
this syndrome. 

Because of the known toxicity of streptomycin 
on the vestibular end-organ, this medication has 
been used by intramuscular injections to destroy 
the labyrinthine function in selected cases of 
severe and disabling vertigo. Hanson’? reported 


good results in eleven cases and offers the hypoth- 
esis that there is a selective neurotoxic action 


of streptomycin on the altered (diseased) 
labyrinth or on the vestibular pathways in endo- 
lymphatic hydrops. He has used injections of 2 
gm. daily over a period of three to five weeks 
and with this dosage found no significant effects 
on cochlear (hearing) function. Glorig® reported 
31 per cent of patients with tuberculosis show- 
ing hearing loss when treated with dihydrostrep- 
tomycin in doses of 2 to 3 gm. daily for three 
months or more. It is obvious that purposeful 
streptomycin destruction of the labyrinth should 
be limited to well-selected cases which have had 
careful otologic and neurologic study and evalua- 
tion. 

Adequate rest and regularity in habits of work 
and activity must be stressed in any plan of 
therapy. Psychotherapy and various forms of 
physiotherapy are of prime importance, for in 
many cases the onset of attacks can be traced to 
emotional upsets or mental and physical fatigue. 

If conservative medical therapy fails to control 
the attacks of severe vertigo in Méniere’s disease, 
surgical intervention is indicated. Hearing is not 
improved by surgery and its effect on tinnitus 
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is variable. Surgery should be limited to the case 
of unilateral involvement with severe hearing im- 
pairment. Day*®®?’ advocates surgery when the 
attacks of vertigo occur without warning and are 
so severe that the patient falls when engaged in 
an occupation where a fall might endanger his 
life or if he lives in constant fear of impending 
severe attacks. Two main types of operative pro- 
cedures have been advocated. 

1. Partial or complete section of the eighth 
cranial nerve, as described by Dandy, is still 
practiced by some neurosurgeons. Partial section 
theoretically is the ideal procedure in that the re- 
maining hearing is preserved to some degree in 
about 40 per cent in several reported series by 
Dandy and co-workers.’® This is a major neuro- 
surgical performance attended by some risk of 
intracranial complications. Tinnitus has been re- 
lieved in only about 50 per cent of cases under- 
going this treatment. Day maintains that if par- 
tial section be performed with preservation of 
hearing, there is likely to remain a preservation 
also of some vertigo. 

2. Several procedures attack the membranous 
labyrinth directly. Portmann*' describes a de- 
structive operation on the endolymphatic sac. Re- 
currence of symptoms following this procedure 
is common. The operation in general favor today 
is one employing an opening into the labyrinth 
by way of a mastoid approach to destroy the 
labyrinthine end-organ. Cawthorne* removes a 
piece of the membranous external semicircular 
canal or merely makes a tear in it. Day®®* opens 
the external semicircular canal and coagulates 
the vestibular contents with a weak diathermy 
coagulating current. Other operators have de- 
stroyed the contents by inserting a barbed dental 
hook into the vestibule. This is a relatively simple 
procedure in which there is a possibility of pre- 
serving some degree of the residual hearing. At 
the present time Day no longer attempts or ad- 
vocates differential electrocoagulation because of 
his poor results when hearing was preserved and 
because of added possibility of incomplete de- 
struction of the vestibular mechanism. The period 
of hospitalization and rehabilitation is much less 
with the Day operation than with the more diff- 
cult operation of total or partial nerve section. 

Recently Passe and Seymour?’ have reported 
favorable results with a procedure consisting of 
removal of the stellate ganglion on the affected 
side, division of T, and T. and stripping or sec- 
tion of the vertebral artery. 
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Lempert*® has also recently described a de- 
compression of the hydrops of the endolymphatic 
labyrinth with degeneration of the labyrinth and 
organ of Corti by removal of the stapes and 
round window membrane. 

These intralabyrinthine surgical procedures in 
their present stage provide relief from severe 
vertigo in Méniére’s disease, and although they 
give a poor prospect for preservation of hearing, 
they are meeting with preference because of rela- 
tive simplicity and safety from complications. 


Summary 


1. Abundant reports in recent years on the 
study of Méniére’s disease reveal an almost 
universal conception that this common disorder 
of vertigo, hearing loss, and tinnitus is probably 
caused by an autonomic nervous system dysfunc- 
tion or intrinsic allergy, producing a neurovascular 
spastic state of the labyrinthine circulation and re- 
sulting in endolymphatic distention or hyperten- 
sion. 

2. Intrinsic emotional stress related to the ex- 
tremes of physical and mental environment in our 
strenuous life may be the chief factor in pre- 
cipitating neurovascular disturbances of the 
labyrinth. Heredity and physical factors also have 
great significance. A specific protein allergen may 
prove to be causative factor. 

3. Hydrops of the endolymphatic system may 
exist with or without vertigo. The effect on the 
cochlea with hearing loss alone may be the pri- 
mary disturbance, and it may precede any dis- 
turbance of the vestibular mechanism by a period 
of months or years. 

4. Conservative medical treatment can relieve 
and control the acute vertiginous episodes in the 
majority of cases of Méniére’s disease. When 
therapy is instituted early, a fair prognosis in re- 
storation of hearing loss can be anticipated. Re- 
currences must be expected, and the patient 
should be encouraged to live a more regular life 
with emphasis on the avoidance of stress and 
tension states. A sympathetic understanding of 
symptoms by the physician and psychotherapy 
play an important role in the regulation of emo- 
tional stress. 

5. The possibility of an organic central 
Nervous system lesion must always be considered 
when vertigo is of long standing and persists with 
progressive loss of hearing or when proper medi- 
cal treatment fails to bring about remission of 
symptoms, 


June, 1955 


6. Surgical destruction of the membranous 
labyrinth by several methods of labyrinthotomy 
provides relief of severe vertigo in unilateral 
Méniére’s disease and appears to be the treatment 
of choice when proper medical management has 
failed and hearing function is severely impaired. 
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Visual Problems of Patients Who Have 
Unilateral Cataract Operations 


PHTHALMOLOGISTS are often called 
upon to attend patients who must either 
consider removal, or actually undergo removal, of 
a cataract from only one eye, while the other eye 
is still capable of considerable vision. The pur- 
pose of this article is to inform doctors who do 
not work regularly with optical problems, about 
the perplexing visual difficulties of these people. 
Removal of the lens from an eye radically 
changes its optical mechanism.‘ In the first place 
the eye is made very far sighted. To restore good 
vision after operation, in almost every case a 
lens of high plus power, in the range of plus 9. 
to plus 12. diopters must be prescribed, along 
with a variable amount of cylinder to correct the 
astigmatism resulting from the healed incision. 
A lens of this power is unavoidably heavy and 
the spectacle frames are easily bent out of adjust- 
ment. A distorted image results when the wearer 
looks elsewhere than exactly through the center 
of such a lens. In addition, the periphery of such 
a lens creates so marked a prismatic effect that 
the wearer has a ring scotoma of considerable 
width. 

The power of accommodation is of course lost 
from an aphakic eye. Another important effect is 
the magnification of the image seen with such an 
eye, an image in most cases 25 to 30 per cent 
larger than that seen with a normal eye. The 
amount of aniseikonia (unequal image size) 
varies, depending on the distance in front of the 
cornea at which the glasses are worn. This large 
imagery is the result of the removal of the lens 
from within the globe and the substitution in its 
place of a strong plus lens in spectacles. 

As may be imagined, the reactions of various 
patients to such a situation differ widely. 

If the vision in the lensless eye is good and 
that in the untouched eye definitely down, the 
shift over to the aphakic vision will be made 
more or less smoothly in the course of some 
weeks—in general, the older the patient, the 
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slower and more discouraging the period of re- 
learning. If the normal eye still sees well, most 
patients, both young and old, will choose to see 
with it and will ignore, or try to ignore, the 
image seen with the aphakic eye. In a child this 
usually amounts to prompt suppression. In an 
older person the unnatural image is likely to be 
troublesome. To avoid it, the patient may close 
his aphakic eye, wear an occluding device such 
as a rippled lens, or even a patch. It may be 
sufficient merely to let the eye go uncorrected. 
In rare cases a patient is able to tolerate the 
marked inequality of image size and seems happy 
with full correction for each eye. However, on 
careful questioning it will usually be found that 
he is suppressing one of the images for the 
everyday, ordinary conditions of seeing.’ 

This inequality of image size may be cut down 
to about 10 per cent by providing the correction 
for the aphakic eye as a contact lens.”*1? Some 
aphakic patients can tolerate a contact lens for a 
surprising number of hours. This is a clever and 
often quite satisfactory solution for the problem 
in patients who want binocular vision. The eye 
so corrected, however, is still unable to accom- 
modate, and for near vision a spectacle lens with 
a bifocal segment is necessary in addition to the 
contact lens. 

The best description the writer knows of, con- 
cerning aphakic vision, is in an editorial by an 
anonymous ophthalmologist in the American 
Journal of Ophthalmology for January, 1952. 
In it are colorfully described the surprising 
magnification of images, the disturbed ability to 
judge distances, the field limitation and the dis- 
tortion : bulging door frames, weaving pillars and 
walls, and so on. 

Readers of this article who want to experiment 
with unequal image size can easily do so with 
the lenses in an ordinary trial case. This may be 
done with glasses on, or if no glasses are worn, 
with the trial frame. 
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If a trial frame is used, the cells in front of 
the right eye are left empty. A minus 20. D 
lens is put in the left back cell, or better yet the 
lens is held very close to the left eye. This 
artificially makes the left eye very far sighted. 
Now a plus 16, D lens is put in the farthest front 
cell on the left side. If glasses are worn, the 
same two lenses can be used, the minus lens held 
behind the glasses very close to the eye, the plus 
lens in front of the left spectacle lens. The vision 
of the left eye will clear, but at once it will be 
noted that the left eye is seeing images distinctly 
larger than those seen by the right eye. This 
inequality is of the order of about 10 per cent, 
and fusion of such images is readily done by 
many people. If more attention now is paid to 
the image seen with the left eye, considerable 
peripheral distortion will also be noted. 


This arrangement of lenses is merely a Galilean 
system. The writer does not mean to imply that 
this experiment makes the phakic eye see like an 
aphakic eye. It does not. But it does provide an 
easy demonstration of rather marked aniseikonia, 
and of the distortion suffered in looking through 
the peripheral part of a thick lens. 


It now becomes easier to understand the com- 
plaints of a senescent patient who is suddenly 
confronted with a new kind of vision through 
glasses two or three times as thick as any he 
ever wore before.*® Furthermore, it is no wonder 
the problem is magnified when an attempt is made 
to team up this new vision with that of a phakic 
eye. If the ordinary eye affords even partly 
satisfactory vision, the patient will often choose 
to disregard the function of the lensless eye as 
best he can, even though the aphakic image, on 
Snellen testing, may be considerably sharper than 
he can possibly get with the other eye. Antici- 
pating such difficulties, an eye surgeon will often 
decide against operating upon a unilateral cataract, 
but will send the patient home to wait until the 
vision in the better eye is such that there can 
be no argument about operating. It is no longer 
wholly a question of waiting until cataracts are 
ripe. It fact removal of mature cataracts has 
certain disadvantages that will be mentioned. But 
often a cataract may remain in an eye for years 
without causing harm, and until the better eye 
is reduced to correctible acuity of 20/60 or even 
- the eye surgeon may prudently advise 

elay. 
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There are certain risks to be considered in 
such delay. Some eye surgeons state that an eye 
with a mature cataract in it should have surgery 
if the patient is physically able. The principal 
reasons for this opinion are: 


1. One never knows just what is going on 
behind a cataract (possible tumor). 

2. As time goes on a cataractous lens tends to 
grow firmer and its removal intracapsularly is 
more difficult. 

3. Occasionally a cataractous lens may enlarge 
enough to cause secondary glaucoma, or break- 
down products from the degenerating lens tissue 
may cause an irritable eye or even a disastrous 
inflammation. 

4. Divergent strabismus of the non-seeing eye 
often occurs. 


The first three of these complications are not 
frequent. Ophthalmologists have all watched, for 
years, numbers of aged patients with cataracts in 
one eye, or cataract more advanced in one eye 
than in the other. For one reason ‘or another 
surgery may be refused or postponed, and many 
such old people will live out their life spans with- 
out having to submit to intraocular surgery at all. 
Such patients should be seen periodically to watch 
for complications. A cataractous eye will not 
become amblyopic except in a child. It may be 
argued that it is probably safer for a patient to 
undergo surgery earlier in life if he must even- 
tually have it anyway. But it is not certain he 
will have to have it eventually, and the early 
ambulation now used after eye surgery, together 
with the almost universal employment of corneo- 
scleral sutures, makes this argument less com- 
pelling. 

A patient in young adult life or middle age 
has a different problem. The likelihood of 
divergent strabismus developing needs serious 
thought. Younger patients often need the periph- 
eral vision on the side of the cataractous eye, 
or a man may have a job for which binocular 
vision is important. Here the cataract may be 
removed, and if the patient wears no aphakic 
correction at all, he at least gets a field on that 
side, though badly blurred. He may try the full 
correction for each eye—rarely is a patient happy 
with this. Or the scheme of the contact lens for 
the aphakic eye may be used. 
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The Ridley operation for cataract consists of 
extracapsular extraction with insertion of an 
acrylic lens into the eye to take the place, both 
optically and actually, of the original lens. It 
was conceived and developed to avoid the visual 
difficulties that patients have after ordinary 
cataract surgery. It is too early for the eventual 
fate of this operation to be known. However, 
many eye surgeons are voicing unfavorable 
opinions about it, the reason being that a large 
proportion of cases react to the presence of the 
foreign material within the eye.® 

Lastly, unilateral cataract may be seen in a 
child, either from a congenital cause or as a result 
of any eye injury. Here the problem of amblyopia 
is added to the already complex situation. If the 
child is an infant, the amblyopia will be one of 
arrest; that is, the vision is not having a chance 
to develop and it will not subsequently develop, 
unless a reasonably clear image be provided for 
the macula by the time the patient is from one 
and a half to two years old. Surgery for con- 
genital cataracts sounds simple—needling the lens 
and letting it absorb. But the operation has 


hazards and more than the procedure itself must 
be considered. Many infant eyes with congenital 


cataracts present other defects. If surgery is 
successful, the strong aphakic correction must be 
provided for the tiny patient if vision is to 
develop. The proportion of surgical failures is 
considerable, and in later years retinal detach- 
ment may occur, nullifying everything.’® There- 


fore if the other eye is normal the surgeon may 
advise against operation. 

An older child who develops a cataract afier 
the years of his infancy may also get an amblyopia 
in this eye—but it will be an amblyopia of ex- 
tinction, and vision can be regained if loss of the 
other eye should make it necessary. The cataract 
can be removed by needling, or by linear ex- 
traction, and the eye will probably not be used, 
even if corrected, unless vision in the fellow eye 
is poor. A contact lens for the aphakic eye would 
seem ideal, but Goar states he has never seen a 
patient under eleven years of age who would 
tolerate one.® 
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Giant Condyloma (Verruca) 


Simulating Carcinoma of the Penis 


~ENITAL WARTS (condylomata acuminata, 
verruca acuminata) are to be found in both 
sexes. Condylomata are elevated, circumscribed, 
papillary masses that occur most commonly 
on moist cutaneous and mucocutaneous  sur- 
faces. They are to be seen on the genital and 
anal regions where the surfaces are moist and 
exposed to friction. Irritating discharges and 
secretions create an improved medium for their 
growth. Both the appearance, and shape of the 
verrucae appear to be influenced by their location 
as well as by the trauma that occurs associated 
with the location. The verrucae are usually 
elevated, circumscribed, papillary masses. They 
may resemble great masses of granulation tissue. 
On the male genitals, especially around the corona, 
one sees the more filiform type of lesion. The 
lesions may be isolated excrescences, or may be 
in small groups or even in large verrucous masses 
which mask normal structures. The appearance 
on the female genitals may be that of an enormous 
granulation tissue with cauliflower-like appear- 
ance. On the female genitals, the involvement 
is on the labia with some concentration around 
the entroitus. Condylomata may also occur about 
the face, around the mouth, the axillae, and in the 
periumbilical region. Extension as well as growth 
is limited principally to the warm, moist regions. 
Like all types of warts, condylomata acuminata 
are autoinoculable and transmissible. The trans- 
missibility was demonstrated long ago by Jadas- 
sohn and others. Rulison in a statistical study 
emphasized the higher incidence in certain 
families." It has been shown that some patients 
with condylomata acuminata on the genitals have 
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verrucae vulgaris on their hands. Recently Barret 
et al emphasized the reclassification of genital 
warts as venereal warts. They pointed out the 
ease and frequency of transmission from one 
individual to another through intercourse. Rhodes 
reported experimental transfer of human wart 
material to a mon':ey’s prepuce. 


As far back as 1919, Wile and Kingery dis- 
cussed the etiology of common warts.’® Kingery 
later was able to take material and reinoculate 
warts from the second generation in order to 
point out that the virus was viable and trans- 
missible. Goodman and Greenwood® were able 
to produce verrucae vulgaris and verrucae plana 
from material taken from condylomata acuminata 
and filiform warts, thus leading to the feeling that 
all verrucae have a common etiology. Verrucae 
plana have also been demonstrated from material 
taken from laryngeal papillomata. The con- 
tagiousness of warts and condylomata has been 
definitely established by observation of accidental 
transmission as well as by experimental trans- 
mission carried out through inoculation of finely 
ground material. Wilson suggested the term 
genital warts rather than the term condylomata 
acuminata and felt that it was a better and more 
descriptive term.17 He noted that the growth of 
condylomata increased considerably during preg- 
nancy possibly due to the stimulating action of 
estrogen. Attempts have been made to incubate 
the verruca virus on rabbit and mouse brain but 
they have been unproductive of any results. On 
the other hand, inoculation of material in rabbit 
testicle produced inclusion-like bodies (eggs later 
inoculated from testicular material were negative). 
Wilson unsuccessfully attempted to inoculate 
chorioallantoic membrane. Felsher® also inoculated 
chorioallantoic membrane of the chick embryo 
with material derived from verrucae vulgaris and 
was unable to demonstrate any satisfactory 
growth. It was his opinion that no definite con- 
clusions could be drawn concerning the possible 
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virus etiology of skin diseases by negative results 
in the inoculation of the chorioallantoic mem- 
brane. He felt that the chorioallantoic membrane 
in seven to fourteen-day-old chick embryo was 
unsatisfactory material for culturing dermato- 
tropic viruses. Recently, Bivins was able to 
inoculate material obtained from verrucae vulgaris 
into chorioallantoic membrane.? It was reported 
and illustrated with material that has been carried 
through a Berkefeld filter producing massive 
proliferation and “pearl” formation on chorio- 
allantoic membrane. 

Much work has been done in demonstration of 
the inclusion bodies as found in warts. Lyell et al 
were able to demonstrate eosinophilic intranuclear 
and intracytoplasmic bodies in the prickle cell 
layers of some warts. The inclusion bodies varied 
considerable in size and shape. Not all of the 
prickle cells were involved in the process. 

Blank reviewed the virus etiology of verrucae.’ 
He agrees with Lipschultz that the inclusions are 
basophilic and intranuclear. Blank examined 
about 150 verrucae from sixty-five patients, six 
of whom had condylomata acuminata. He con- 
cluded that pathognomonic changes occur in the 
nucleus in such a manner that basophilic material 
eventually fills and distends the nuclear mem- 
brane. About half of all verrucae examined con- 
tained cells with the inclusion material. The 
material contained large amounts of nuclear pro- 
tein, most of which appears to be desoxyribose in 
form. 

Strauss demonstrated spherical virus-like 
particles which tended to aggregate in regular 
nests in papillomatous growths of human skin." 
They all had a similar histologic appearance. They 
were intranuclear inclusion bodies with solid or 
vacuolated masses in the cytoplasm of the rete 
cells. The growths seemed to be the same in 
verrucae vulgaris as in verrucae plantaris. This 
crystalline material that was demonstrated ap- 
peared to represent the first crystalline material 
isolated from human growths. 

The above listed information helps link condy- 
lomata with verrucae vulgaris and makes for a 
common demonstrable virus etiology. The differ- 
ent behavior of the virus at the various sites is 
not so readily explained, particularly when the 
growth becomes extensive, bizarre in character, 
or destructive. Usually when condylomata 
acuminata are seen in the male, they occur on the 
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inner surface of the prepuce along the coronal 
margin or on the glans penis. The prepuce, with 
the accumulation of moisture and _ secretions 
under it, predisposes to the formation and 
localization of genital warts. They are small and 
usually remain confined to the named area. There 
is, however, one uncommon form of giant condy- 
lomata which grows extensively along the prepuce, 
sometimes perforating and destroying this struc- 
ture. They may also grow over the glans, 
destroying it, producing distortion of the penis 
and in that manner giving the entire growth the 
appearance of a malignant neoplasm. The lesion 
is malignant locally by virture of the destruction 
it produces. Microscopically it appears to be 
benign. The uncontrolled growth and destruction 
produces ulceration, involves normal structures 
and frequently fosters secondary purulent infec- 
tion. This infection adds to the foul odor 
produced by the growth. 


The giant destructive condylomata were 
originally described by Buschke. Later they were 
discussed more extensively by Buschke and 
Loewenstein, both of whose names are now linked 
with this type of tumor.® Loewenstein made the 
first report in the American literature in 1939 
when he reviewed the literature and described a 
case. In his description of the histology the 
stratum germinativum and spinosum remain 
clearly demarcated and show no evidence of any 
malignant change in spite of all the marked 
proliferation. This indicated definitely a benign 
lesion that for some reason became markedly 
proliferative. There is a tendency to infiltration 
deeper into the tissue layers of the penis. There 
is no sign of malignancy aside from this exces- 
sive growth. There were mitoses to be seen in 
epithelial layers, but there were no glandular 
metastases. It was Loewenstein’s opinion that the 
growths developed in a preputial cavity which 
was constrictive and that the break occurred into 
the prepuce and then through it, perforating the 
structure. 


Gersh reported two patients with similar 
destructive lesions.*® In both cases the lesions 
occurred in individuals who had a phimotic pre- 
puce. It was Gershs conclusion that early com- 
plete removal with circumcision should obviate the 
necessity of radical procedures later on. Numerous 
writers have raised the question as to whether 
these condylomata should be considered pre- 
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Fig. 1. Case 1, E. D. B. Large, vegetative verruca 
involving and destroying the glans penis. Biopsy speci- 
men revealed benign condylomata. 


cancerous and the suggestion has been made that 
repeated biopsies be carried out in order to rule 
out this possibility. The therapy would hinge on 
the accurate diagnosis. 

Various forms of therapy have been suggested 
for condylomata acuminata and particularly the 
ones of this type. In 1942 Kaplan® described the 
use of the resin of podophyllin in the destruction 
of acuminate warts. His original treatment has 
since been modified somewhat so that the tincture 
is used instead of a suspension of podophyllin in 
liquid petrolatum. The effectiveness of the drug 
has been explained by its colchicine-like action on 
the cell nuclei. All forms of therapy whether 
chemical, thermal or surgical are directed at 
destruction. Gersh urged surgical removal of the 
lesions accompanied by circumcision in order to 
eliminate the possible development of the giant 
lesions.“® When the lesions are large and are 
destructive, partial or complete penile amputation 
becomes necessary. 

It appears to be Gersh’s conviction that the 
Presence of a prepuce and the accompanying 
moisture beneath it, predisposes to the develop- 
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Fig. 2. Case 2, T. A. Verrucous growth seen on the 
glans, at the corona and involving the prepuce. Shown 
after drainage of abscesses and dorsal slit. 


ment as well as the recurrence of condylomata 
acuminata. For that reason he believes circum- 
cision would prevent recurrence or the develop- 
ment of giant destructive condylomata. In re- 
viewing his results of therapy with podophyllin in 
tincture of benzoin, Barrett reported twenty-eight 
patients who were retreated with recurrent 
verrucae from one to three times before complete 
clearing occurred. These patients were not cir- 
cumcised. Thirteen other patients were treated 
with 20 per cent podophyllin in tincture of 
benzoin, followed by circumcision. There were 
no recurrences in this group. 

The following cases are presented to illustrate 
further the questions concerning the proper ap- 
proach from the standpoint of therapy and 
accurate diagnosis. The cases also demonstrate 
that the destruction may progress over a long 
period of time with tissue loss but without a 
threat to the individual’s life expectancy. 


Case Reports 
Case 1—E. D. B., a white man, aged fifty, first noted 
a small papule on the coronal sulcus in 1937. The papule 
grew, became painful and spread to the surrounding 
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area on the glans penis. In 1938 he was circumcised and 
the warts were desiccated. Desiccation was carried out 
at irregular intervals from 1938 to 1942. At the time 
he enlisted in the Navy in October, 1942, the penis 
looked normal except for a small area of discoloration 
where warts had formerly been. Patient was discharged 
in October, 1945. A small asymptomatic lump had 
developed at that time. In 1946 new warts developed 
and a biopsy was taken at the University of Minnesota. 
Since then the patient had repeated desiccation of lesions 
followed with podophyllin tincture applications at 
irregular intervals. The patient complained of a great 
deal of pain from podophyllin and the desiccation. From 
1946 to February, 1952, he received the treatment at 
intervals. With the year 1953 the lesion had again 
grown to larger proportions. A biopsy specimen was 
taken in July, 1953. 


Report of biopsy tissue taken from glans penis: 
Gross: The specimen is a triangular piece of tissue 8 by 
7 by 7 mm. and approximately 3 mm. in thickness. It 
appears to be necrotic and is mottled red and brown 
in color. Microscopic: There is hyperkeratosis and para- 
keratosis to a marked degree. There are numerous 
granular basophilic areas that appear to be calcium 
deposit. There is a thin band of lymphocytes present. 
There is a thickened squamous epithelium that has blunt 
sharply demarcated lower surface. There is some 
acanthosis of the adjacent epidermis. There is no 
evidence of malignancy present. Diagnosis: Benign 
condylomata of the glans penis. 


The patient was admitted to the United States 
Veterans Hospital on July 9, 1953. His chief complaint 
was shortness of breath for six weeks. There was a 
past history of rheumatic fever in 1912 at age 10. He 
had been hospitalized for heart failure in February, 
1952 and March, 1953. The verrucous lesion had grown 
and spread to the surrounding area on the head of the 
penis (Fig. 1). It was quite painful. 

E. D. B. was readmitted for the last time on Septem- 
ber 21, 1953. He was comatose at that time and expired 
on September 28, 1953. At the time of death there was 
a large cauliflower-like vegatative lesion involving the 
ventral surface of the glans penis and measured 3 by 3 
by 1 cm. Autopsy examination revealed no evidence of 
carcinoma or metastases. 


Case 2.—T. A., a forty-two-year-old white man, first 
consulted a physician on July 1, 1949, concerning a wart 
which appeared on the glans penis. Because of the 
possibility of cancer, the wart was excised widely. The 
pathological report on the excised material was that 
of chronic inflammatory tissue. Since that time the 
lesions had grown considerably. The patient had no 
other symptoms except some increasing fatigue and 
weakness during the past two months. The glans penis 
was markedly enlarged with a fungating growth which 
appeared localized in its greatert portion to the under- 
side of the glans penis. The end of the penis was 
enlarged about three times normal size. There were no 
areas of frank ulceration. A great deal of secondary 
infection was present. An urethral fistula was present 
just behind the frenulum which appeared through the 
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center of the fungating growth, on the ventral portion 
of the penis. A few shotty nodes were present 
bilaterally in the inguinal region but these were freely 
movable and none were larger than pea size. 

On admission the clinical diagnosis of carcinoma of 
the penis was made. A punch biopsy was performed 
September 1, 1949, and reported as consistent with the 
diagnosis of chronic inflammation. Because there was 
some question of the type and source of this biopsy, on 
September 4, 1949, the patient was taken to surgery, and 
two sections were excised from the edge of the lesion 
near the glans penis. Both of these sections showed no 
carcinoma to be present and were consistent with a 
diagnosis of chronic inflammatory tissue and_ benign 
papilloma. At the time of surgery approximately 30 cc. 
of pus was aspirated from one abscess cavity on the 
ventral portion of the shaft of the penis and multiple 
fistulae were noted all through the glans. These cavities 
were opened and the fistulous tracts probed and drained 
(Fig. 2). Under treatment the swelling and edema of 
the glans gradually subsided. However, another area 
of the fluctuation developed near the glans. This was 
opened and drained within the next few days.. Biopsy 
specimen of the lesion was obtained and reported. 


Report of biopsy specimen from penis, August 4, 
1949: This portion of tumor shows only the appearance 
of a benign papilloma. There is no definite evidence 
of malignancy from the sections. Diagnosis: Papilloma. 


On August 16, 1949, multiple abscesses about the 
glans were treated and the superficial papillomas were 
fulgurated. He received a total of 3100 roentgens to 
the penis from August 12 to September 12, 1949. The 
lesions seem to regress somewhat under the irradiation 
therapy. On September 16, 1949, an external meatotomy 
was done. A new urinary fistula developed on the 
ventral lateral surface of the glans penis. On November 
3, 1949, a redundant portion was excised down to the 
urethra ventrally. In December, 1949, following this 
he was given a course of bismuth subsalicylate with no 
appreciable effect in the course of the lesions. 


Report of tissue removed from penis with biopsy 
punch, January 10, 1950: Examination of the portion 
reveals it to be covered by a stratified squamous 
epithelium which shows a marked acanthosis and a 
papillary irregularity of the outer surface. Examination 
of the epithelium reveals considerable dyskeratosis. No 
good evidence of invasion is seen but the dyskeratotis 
change in the epithelium suggests that this is possibly 
changing into a malignant process. This is not a 
convincing carcinoma but certainly represents a pre- 
cancerous growth. Diagnosis: Papilloma of penis show- 
ing questionable malignant change. 


Penis was amputated on February 2, 1950. Lesion 
healed well. The patient is living and well to date. 


Discussion 


Two cases of benign destructive giant condy- 
lomata have been presented. In one case a dorsal 
slit was performed during the course of treat- 
ment without any change in the progress of the 


MINNESOTA MEDICINE 


Ree Mnmeeerts Pesta otek 
















fr 
Vie 
ret 
alt 





yrtion 
esent 
reely 
id Of 
rmed 
h the 
was 
y, on 
, and 
lesion 
od no 
ith a 
enign 
30 ce. 
n the 
iltiple 
vities 
ained 
na of 
area 
> was 
iopsy 


ist 4, 
rance 
dence 
loma. 


t the 
were 
ns to 
The 
iation 
ytomy 
1 the 
omber 
o the 
; this 


th no 


yiOpsy 
ortion 
mous 
ind a 
nation 
. No 
atotis 
ssibly 
not a 

pre- 
show- 


Lesion 
fe. 


mndy- 
orsal 
reat- 


f the 


MICINE 


a eee 












lesion, The other case persisted and recurred over 
a period of sixteen years after the first surgical 
removal accompanied by circumcision. At one 
time there were only small pigmented scars and 
no warts. Recurrence developed nevertheless. It 
is the writer’s opinion that persistence and re- 
currence of this type of wart is similar to that 
seen in other types of warts. Some patients have 
a peculiar susceptibility to warts and respond 
poorly to all forms of therapy. In other patients 
almost any form of therapy will be effective. 
These are the factors which confuse the evalua- 
tion of treatment results in patients with warts. 

The giant (carcinoma-like) condyloma is a 
special and unusual lesion. Good hygiene, circum- 
cision and early therapy will help prevent their 
development. However, individual patient sus- 
ceptibility may play a role in the development of 
such a lesion. 
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PRESENT STATUS OF MULTIPLE SCLEROSIS 


Forty of the world’s leading research investigators in 
the field of multiple sclerosis met in the Conrad Hilton 
Hotel, Chicago, on June 12, for the Eighteenth Session 
of the Medical Advisory Board Meeting of the National 
Multiple Sclerosis Society. 


International guests of the Medical Advisory Board 
were Dr. Douglas McAlpine of the ‘Middlesex Hospital, 
London, England, and Dr. R. S. Allison of the Royal 
Victoria Hospital, Belfast, Ireland. They addressed the 
meeting, describing the multiple sclerosis problem in their 
respectiv. countries. 


Seventeen research applications for financial support 
from the National Multiple Sclerosis Society were re- 
viewed; ten of these represented proposed projects, the 
temaining seven being applications from investigators 
already being sponsored by the Society. 


Fifteen currently sponsored investigations were dis- 
cussed and analyzed by the medical board. Among them 
were the report of Dr. Harry M. Zimmerman, of the 
Montefiore Hospital, New York City, who has estab- 
lished a Central Pathology Registry in Multiple Sclerosis. 
The studies presently being conducted at the Mount 
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Sinai Hospital in New York City under the direction of 
Dr. Harry Sobotka were also reviewed. They seek to 
learn what role, if any, vitamin substances play in the 
cerebrospinal fluid, and whether such changes, if they 
exist, can be related to a multiple sclerosis patient’s 
problems. 

Dr. Hans H. Reese, Professor of Neuropsychiatry, 
University of Wisconsin Medical School, and Chairman 
of the Medical Advisory Board, and Dr. Augustus S. 
Rose, Professor of Medicine in Neurology, University 
of California, Chairman-elect, presided. A summary 
report was delivered by Dr. Harold ‘R. Wainerdi, Medi- 
cal Director of the National Multiple Sclerosis Society. 


The Society has supported forty-eight research proj- 
ects, including five research clinics, at a total cost of 
$792,414, during the nine years since its founding. During 
that time, an average of 41 per cent of all funds has 
been spent on research programs. The only national 
voluntary health agency dedicated to combating multiple 
sclerosis and allied neurological diseases through its 
programs of research, rehabilitation, patient service and 
clinics, the Society is presently seeking a minimum of 
$2,000,000 to meet these needs. 
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Water Safety for Minnesotans 


Of 6,700 drownings in the United States in 
1954, there were 111 in Minnesota. In 1953, Min- 
nesota numbered 156 drownings. Ninety million 
Americans use our swimming facilities through- 
out the United States. It has been conservatively 
estimated that the above number of people swim 


JOHN R. HARTMANN 


Minneapolis, Minnesota 
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The Problem 


If statistics are correct, 90 per cent of the mil- 
lions who use our water facilities for recreation, 
or other means, swim very poorly or not at all; 
10 per cent swim very well or reasonably well, 
and only a small percentage have the ability to 
assist others in need. 








Overpowered boats are 
extremely tricky to handle. 
Match motor to boat. 


Millions of people use the water as a means of 
transportation for business or pleasure.. The ma- 
jority of these people do not know the limitations 
of small crafts or have the ability to handle 
them safely. At one time, not too many people 
were in a position to purchase small craft, but 
today boats of all kinds are within easy reach 
of the average wage earner, and are operated by 
people at the risk of their own lives and the lives 
of others. Leading manufacturers stress safety 
in the construction of small craft. 


Pre-season and post-season drownings have 





Mr. Hartmann is director of First Aid and Water 
Safety Services, Minneapolis and Hennepin County 
Chapter of The American National Red Cross. 
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2,000,000,000 times per year. ; 


Avoid sharp, sudden 
turns at high speeds, and 
save yourself a ducking! 


caused a large number of fatalities due to sub- 
normal temperatures of the water. Very few 
swimmers can survive more than a very few min- 
utes in subnormal water. With water safety edu- 
cation people need not die from drowning. 


The Reason 


People are handicapped in the water by habits 
they have acquired in their movements on land 
in an upright position. This position has been 
well established in a person’s mind, and he will 





Overloaded boats swamp 
easily. Don’t take the whole 
crowd at once—take turns! 


fight to assume it; therefore, little or no progress 
will be made if he is accidentally thrown in the 
water. 

There are a great number of people who believe 
that if one is thrown into water he instinctively 
swims for shore. Animals are born with this 
ability because movements are horizontal. People 
have to acquire this position under a competent 
instructor who teaches safety, how to avoid panic, 
ease of movements and how to conserve energy. 
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Conditioning 


To swim safely, for even a short distance, 
one must be in good condition and in order to 
have sufficient reserve stamina one must swim 
at least once or twice each week. Ninety per 
cent of the 90,000,000 people who swim are poor 
swimmers as they swim not more than seven or 





s 
See 


Stick with your boat in 
any kind of distress—motor 
failure or capsizing. 


eight times a year and are therefore in poor con- 
dition. This also applies to other sports. Spur-of- 
the-moment sportsmen may find themselves in a 
desperate situation of exhaustion because of their 
poor physical condition. Regardless of all the 
warnings publicized by the press, radio, TV, 
posters and educational organizations, there are 
people who believe that a warning is not for them. 
Let’s not fool ourselves—warnings are for every 
one of us if we want protection in and around 
water. 





Head for shore the mo- 


ment a storm comes up. 
Dawdling is risky. 


Progress 


Tremendous strides have been made since 1902 
when the great Commodore Longfellow of the 
American National Red Cross pioneered the water 
safety program. One of his famous quotations 
was “You can’t think of a better sport to save 
your life”’ Water fatalities have been reduced 
by 50 per cent through safety education. This 
was made possible by the work of leading organ- 
izations such as the YMCA, YWCA, Boy Scouts, 
schools, colleges, park boards, beaches, state 
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recreational departments, American Red Cross 
and numerous other organizations that have not 
been mentioned. This reduction in fatalities 
would never have been made possible without all 
organizations co-operating. The American Red 
Cross alone issues 891,200 certificates in water 
safety annually, and has 42,000 authorized volun- 
teer Water Safety Instructors throughout the 
United States. 


ARTIFICIAL RESPIRATION 


In the new back pressure—arm lift method, the 
victim is placed prone with the elbows bent and with 
one hand on the other. The cheek is placed on the hand, 
with the face turned slightly to one side. The operator 
kneels on one knee at the head of the victim. To start, 
the operator places his hands on the victim’s back so 
that the thumbs just touch and the heels of the hands 
are just below a line running between the armpits. 

He then rocks forward slowly, keeping the elbows 
straight, until his arms are approximately vertical, 
exerting steady pressure upon the chest. 

Then he rocks backward, slowly sliding his hands to 
the victim’s arms just above the elbows. Continuing to 
rock backward, he raises the arms until resistance and 
tension are felt at the victim’s shoulder. Then he drops 
the arms and thus completes a ifull cycle. The cycles are 
repeated twelve times a minute, the expansion and com- 
pression phases being of equal length, and the release 
periods of minimum duration. 

Caution: Never administer this method to a young 
child or an expectant mother. Artificial respiration is 
taught in Red Cross first-aid classes. It is important to 
give it properly. The best way to learn how to do it 
correctly is to take a course from a volunteer Red Cross 
first-aid instructor. 


SAFETY SWIMMING RULES 


Don’t swim alone. 

Wait an hour after meals before swimming. 
Don’t swim if tired or overheated. 

Swim close to shore. 

Don’t ignore muscle cramps. Leave water 
immediately. 

Don’t swim from boats in deep water. 

Be wary of river currents. 

If your boat capsizes, stay with it. 

Never stand or change positions in boats. 
Don’t overload boats. 

Select a safe swimming place, preferably lifeguard- 
manned. 


12. DON’T TAKE CHANCES AND—know how to 
save a person from drowning and how to apply 
artificial respiration by completing a Red Cross 
lifesaving course. 


ww 


PS SON 


fd band 


Common sense, you say? Yes, but three out of four 
drownings occur within 60 feet of shore—a stone’s throw 
from safety. 
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Laboratory Aids 


Sponsored by 
The Minnesota Society 
of Clinical Pathologists 
George G. Stilwell, Editor 


THE DIAGNOSIS OF PANCREATITIS BY LABORATORY METHODS 


A correct diagnosis of pancreatitis depends on 
the attending physician’s being suspicious that 
the condition is present and the use of laboratory 
tests to substantiate such a diagnosis. 

The diagnosis of pancreatitis is often missed 
because the condition is not considered in the 
differential diagnosis. It has been aptly recom- 
mended that a determination of serum amylase 
should be done routinely on the admission of any 
patient with acute abdominal disease, just as rou- 
tine leukocyte counts are done.’ 

Pancreatitis is classified most simply by divid- 
ing it into two main categories, namely (1) acute 
pancreatitis and (2) chronic pancreatitis. 


Acute Pancreatitis 


The most important diagnostic laboratory test 
in this condition is a determination of the value 
for serum amylase done as quickly as possible in 
the course of the disease.2 Serum amylase be- 
comes increased shortly after the beginning of 
the clinical condition and remains increased for 
twenty-four to forty-eight hours. It may remain 
increased for a longer period but often it does 
not. If this test is done routinely on admission 
of all patients suffering from acute abdominal 
conditions, the diagnosis would be established in 
the great majority of patients who subsequently 
prove to be diagnostic problems. It must be em- 
phasized, however, that not all patients who have 
acute pancreatitis will show an increase in serum 
amylase. When the disease is most severe and 
extensive destruction of the pancreas is present, 
the necrotic tissue secretes little or no enzyme, 





This is the twenty-eighth in a series of editorial reports 
sponsored by the Minnesota Society of Clinical Patholo- 
gists and designed to foster closer relationships between 
clinicians and pathologists. 


Dr. Nerenberg is pathologist, Asbury Hospital, Min- 
neapolis. 
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and as a result the blood levels are not increased. 
It has not been shown, however, that patients 
with such severe lesions do not routinely have 
increased serum amylase early in the course of 
the disease. : 

Other laboratory tests are available in the diag- 
nosis of acute pancreatitis, the principal one of 
which is the determination of the level of lipase 
in serum and urine. Some authors consider that 
this test is helpful later in the course of the 
disease, when levels of serum amylase have be- 
come normal. This procedure is used by rela- 
tively few laboratories.** The results are not 
available for twenty-four hours because of the 
prolonged incubation period that is necessary. 
This delay is critical when one is trying to decide 
on the necessity of an emergency laparotomy. 

Collateral laboratory evidence of acute pan- 
creatitis consists of a decrease in blood calcium, 
which usually does not occur for three to four 
days after the attack, and transient hypergly- 
cemia (not glycosuria) which occurs in 5 to 10 
per cent of cases. Neither of the latter two tests 
is of great diagnostic value because the changes 
occur in relatively few cases of acute pancreatitis. 
When the blood calcium decreases to less than 7 
mg. per 100 ml. in pancreatitis, the patient has 
a poor prognosis for recovery. Other tests, such 
as the antithrombin titer,» have been described 
but these have not been established as yet as 
reliable procedures. 


It is apparent, therefore, that the laboratory 
diagnosis of acute pancreatitis relies almost com- 
pletely on the demonstration of increased values 
for serum amylase very early in the disease. It 
must be remembered that an increase in serum 
amylase may occur in nonpancreatic conditions, 
such as perforated peptic ulcer, peritonitis, intes- 
tinal obstruction and dissecting aneurysm; the 
use of opiates also may lead to such increases. 
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However, the values under such conditions almost 
always are less than 300 Somogyi units. 


Chronic Pancreatitis 


Under this heading are included instances in 
which the disease is of a prolonged nature, in the 
form of either recurrent attacks or persistent 
damage following an initial acute attack. Deter- 
minations of serum amylase are of much less 
value in the chronic form than in acute pan- 
creatitis. Increased values commonly are found 
during the acute phases of recurrent attacks. 
Obviously, in those cases in which extensive 
destruction of pancreatic tissue has occurred, 
insufficient tissue remains to form amylase, which 
is reflected by normal values for this enzyme. 
Faulty metabolism of carbohydrate, protein and 
fat is present as the result of extensive destruc- 
tion of pancreatic tissue. It is in these cases, 
therefore, that examination of the stool for an 
increase in total fat, undigested fat and fatty 
acids is helpful. Increased values are not diag- 
nostic in themselves, since similar findings occur 
with overactive peristalsis when the transit time 
through the intestine is decreased. 

The secretin test of pancreatic function® has 
been advocated in the diagnosis of chronic pan- 
creatitis. In this test, following a twelve-hour 
fast, the duodenum is intubated and a dose of 
1 unit of secretin per kilogram of body weight 
is given intravenously. The duodenal contents 
are collected at twenty-minute intervals for eighty 
minutes. A reduction of the volume of pancreatic 
secretion with maintenance of bicarbonate and 
enzymatic secretion is said to favor tumor, while 
secretion of normal volumes with a diminished 
bicarbonate response is said to favor chronic in- 
flammation or fibrocystic disease.* 


DIAGNOSIS OF PANCREATITIS—NERENBERG 


Summary 


The laboratory is of great help in the diagnosis 
of pancreatitis, especially in the milder forms of 
this disease. It has been increasingly apparent 
that the disease is much commoner than hereto- 
fore suspected. However, as in most other dis- 
eases, results of laboratory tests cannot be relied 
on as a substitute for good clinical judgment. 
Increased values for serum amylase are extremely 
helpful as an aid to diagnosis in pancreatitis, but 
the values are not always increased, especially in 
extremely severe disease when laboratory help is 
most needed. Furthermore, the time during which 
the laboratory can be of greatest aid in cases of 
acute pancreatitis is limited to the first twenty- 
four to seventy-two hours of the attack. The 
laboratory is of less help in the diagnosis of 
chronic forms of pancreatitis. In the latter con- 
dition, clinical judgment, roentgenologic examina- 
tion and laboratory tests all contribute a share to 
the diagnosis. 
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IATROGENIC HEART DISEASE 


Typical Case History 


Mrs. M. M., aged sixty, married, a social 
worker, stated on her first visit, May 8, 1945, 
“T have a heart condition and I want to know 
what that condition is.” 

She said that her heart skips beats, but mostly 
when she is in bed at night. She stated that some 
months ago, she was awakened from sleep about 
5 a.m. with a severe pain in her left chest, located 
half way between the nipple and the breast bone, 
that she broke out in a clammy ‘sweat and ex- 
pected death at any moment. 

The doctor arrived in a short time and gave 
her amyl-nitrite to inhale and the chest pain 
which already had begun to lessen, completely 
disappeared. 

Later that day she was taken to the hospital, 
where her sedimentation rate was reported as 
6 mm. and her electrocardiogram as “not diag- 
nostic” ; however, she was kept in bed, in the hos- 
pital, for thirty-three days. 

While there, her blood pressure, which was 
recorded as 184/94 four months before the at- 
tack, was reported as 146/84. She was told that 
the second electrocardiogram showed very little 
change; however, she was warned that she had 
a serious heart condition and was advised to be 
careful. 

She stated that since leaving the hospital she 
has worked short hours and done no _ house 
work. 


Heart Symptoms.—She stated that she had an 
occasional “flick” of pain in the left chest in 
the daytime, but that at night, when she gets 
into bed, she is conscious of her heart working 
slowly and hard and that after a few minutes she 
trembles all over and even her teeth chatter. 
Then she gets warm all over. 

Such spells may come every night for three to 
four weeks and then be absent for several nights. 
She stated that during the daytime, she is not 
conscious of her heart. She had raised four chil- 
dren and had always been healthy. 

The physical examination revealed a ruddy 
cheeked, healthy appearing woman with a slight- 
ly enlarged thyroid gland containing several 
nodules, some hard and some elastic. The throat 
showed no abnormalities. The lungs were clear. 

The heart was not enlarged, the action was 
brisk and forceful, the rate was 80 beats per 
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minute and the rhythm was regular. The blood 
pressure was 176/96. 

The abdomen was normal. The knee jerks were 
present and equal. There was no edema. 

X-rays showed a normal heart, the electro- 
cardiogram was normal, the blood count and blood 
chemistry and urine were all normal. 

The basal metabolism was a minus 6 per cent 
and pulse rate during the test was 60-58-56 beats 
per minute. ; 

She was told that her heart was normal and 
that there was no evidence of coronary disease, 
but that quite obviously, she had been badly 
frightened by the belief that she had serious 
heart disease and that fearful thoughts could make 
her heart misbehave. 

She was told that since she did not have heart 
disease, she needed no medicines and needed no 
restrictions on her activities and should go home 
and lead a normal life. 

A week later she reported that she was now 
sleeping well at night, that she no longer had 
chest pain and was not bothered when getting 
into bed at night. Her blood pressure was 124/80 
and her heart rate was 72 beats per minute and 
regular. 

Three years later, she reported that there had 
been a number of sudden deaths in her town and 
she had again become concerned about her heart. 
She was belching, there was gas rumbling through 
her bowels, and she felt occasional pain in the 
left chest. 

On examination, recumbent, her blood pres- 
sure was 190/100, ten minutes later 176/90 and 
after a further rest 156/80. Her heart action was 
strong and regular. X-rays and an_ electro- 
cardiogram again gave normal findings. 

Nine years after her first visit, March 11, 1954, 
she reports that she has been living a busv and 
an active life, and that she nursed her husband 
through a “stroke” five years ago. 

As to her heart, she told me that occasionally. 
at night, if she thinks too much, she gets an inner 
trembling and at such times she can feel her 
heart beating against her ribs, but that this no 
longer frightens her. She stated that she is not 
conscious of her heart in the daytime when 
she is busy. 


(Continued on Page 444) 
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Editorials 








MANAGEMENT OF THE FEDERAL DEBT 


The objective of monetary policy, as deter- 
mined by the Federal Reserve System, of fiscal 
policy, as determined by the legislative branch 
of the government, and of debt management, as 
determined by the Treasury Department, is eco- 
nomic stability through the maintenance of high 
employment, rising production and steady prices. 
The Research and Policy Committee of the Com- 
mittee for Economic Development has recently 
released an interesting and thought provoking 
statement on Managing the Federal Debt. 

The importance of debt management and its 
impact upon the economy has come sharply into 
focus since the war. In 1929, the Federal debt 
constituted only 8 per cent of all outstanding 
public and private debt, while today the Federal 
debt accounts for approximately 36 per cent of 
the total debt. The Federal debt held by the 
public at the end of 1953, excluding that part 
owned by the Federal Reserve Banks and various 
Federal Government accounts, aggregated $226.9 
billion. The importance of the Federal debt 
upon the economy should not be measured in ab- 
solute size, but rather as a ratio of the size of 
the debt to the size of the national income. Since 
the end of the war this ratio has declined from 
127 per cent to 74 per cent; the greater part of 
this decline having resulted from the increase 
in national income. 

In deciding what is the “proper composition” 
of the Federal debt at any given time in order to 
minimize the effects of inflation and deflation 
upon the economy, five factors must be taken 
into consideration : 


1. Too large a proportion of short-term debt 
requires frequent borrowing by the Treasury and 
may handicap the Federal Reserve in curbing 
inflationary tendencies. 

2, On the other hand, too small a proportion 
of short-term Federal debt may tend to accen- 
tuate deflationary tendencies by restricting bank 
lending and private spending. 

3. If the Treasury were to shift from short- 
term to long-term debt, some private businesses 
might be induced to shift to short-term borrow- 
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ing. Such a shift in substantial proportions would 
make business more vulnerable to a recession. 

4. Changing economic conditions are reflected 
in substantial fluctuations in the market value 
of outstanding long-term Federal securities. Such 
fluctuations in market prices tend to have a 
stabilizing influence upon the economy. 

5. A wide distribution of the Federal debt 
among maturities and holders is an effective 
method of transmitting credit ease or tightness 
to other segments of the capital market. 

In order to attain a greater degree of economic 
stability, the CED recommends that the debt 
structure be modified in four respects: 


1. “The amount of very short-term marketable 
debt, due within one or two years, should be 
smaller.” 

2. “Most of the increase to take the place 
of the reduced volume of short-term marketable 
debt should be in the marketable debt of inter- 
mediate term, say up to ten years.” 

3. “The long-term marketable debt oustand- 
ing should be moderately larger.” 

4. “A larger part of the total debt should be 
in the form of savings bonds.” 


Epwarp B. CHAPIN 
Assistant Vice President 
First National Bank of Saint Paul 


THE DIABETIC PATIENT AND 
HIS CHEST X-RAY 


It is recognized that patients with uncontrolled 
diabetes mellitus are predisposed to certain dis- 
eases. X-ray examination of the chest may be 
of assistance in finding some of these conditions. 
In this category belong pulmonary tuberculosis, 
lung cancer, lung abscess and pulmonary con- 
gestion. Roentgenograms of the chest are pref- 
erable to fluoroscopic examination. In any event, 
more time should be spent with the inspection 
of the right lung than of the left lung. Normally, 
from 53 to 56 per cent of the air inhaled goes 
to the right lung. Consequently, proportionately 
greater number of pathogenic microorganisms 
and larger amounts of carcinogens are deposited 
in the right lung than in the left lung. Primary 
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tuberculosis, primary bronchogenic cancer and 
lung abscess are found with a correspondingly 
higher frequency on the right side. Patients with 
diabetes mellitus should have a roentgenogram of 
the chest every six months. 

The highest incidence of pulmonary tuber- 
culosis is observed in young adult men. Both in 
primary and in reinfection forms of this disease 
predominantly exudative lesions are common. 
Concurrent enlargement of the hilar lymph 
nodes is frequent in primary tuberculosis. One 
should look for configurations suggestive of cav- 
ity. Also, one may see a radial linear shadow con- 
necting the hilus to the disease focus. It repre- 
sents lymphangitis. Bronchopneumonia or lobar 
pneumonia of tuberculous origin may be noted. 
It is well to keep in mind, however, that in a 
great many instances the tuberculous process ap- 
pears as a localized conglomeration of small 
nodules. Rarely, one may find a round, “coin,” 
shadow of 1 to 3 cm. in diameter. When such 
circular shadows are multiple, they are suggestive 
of metastatic tumors. Miliary nodules or larger, 
coarse nodules widely scattered in both lung fields 
are also encountered. The apex of the lung may 
be free of disease. Predilectional site for early 
reinfection type of tuberculosis is the superior 
retroradicular region. Early pleural tuberculosis 
Occasionally, fibrinous pleurisy 
or tuberculous pleurisy with effusion may com- 
plicate specific lung involvement. 

The increased incidence of primary broncho- 
genic carcinoma in patients with diabetes is at- 
tributable to the following causes. 


is uncommon. 


1. The tissues of these patients are older than 
their chronologic age. For reasons unknown, 
senescence is the period when epithelial cells be- 
come anarchistic and develop a tendency to un- 
controllable proliferation and spread. 

2. Cancer cells are “glycophilic.” They thrive 
on dextrose. This has been demonstrated in tis- 
sue cultures. Obviously, hyperglycemia represents 
a favorable environment for cancer growth. 

3. Hepatic dysfunction in uncontrolled diabetes 
results in hypovitaminosis A. It is known that 
lack of vitamin A causes hyperkeratotic meta- 
plasia of the bronchial mucosa. Such changes 
may be looked upon as the premonitory phase 
of .lung cancer. 

The high incidence of lung abscess is ex- 
plained on the basis of immunologic inferiority 
(cellular and humoral) of the body. Also, aspira- 
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tion of infected material from the oropharynx 
and mouth during coma is instrumental in the 
causation of lung abscess. 

Heart failure resulting from vascular degenera- 
tive changes may lead to pulmonary congestion 
and edema. 

In closing, it is well to emphasize a few per- 
tinent points. 

1. Roentgenogram of the lung is only one of 
the sources of diagnostic information. X-ray pic- 
tures represent shadows which do not reveal the 
nature of the disease casting the shadow. 

2. X-ray shadows must be interpreted in the 
light of other diagnostic data and findings which 
are procured by history-taking, physical and 
laboratory examinations. 

3. It does not detract an iota from the dignity 
of the medical profession to admit to the limita- 
tions of x-ray examination. On the contrary, 
cognizance of these limitations adds to the pro- 
fession’s intellectual integrity and to the doctor’s 
diagnostic competence. 

ANDREW L. Banyat, M.D. 


HAROFE HAIVRI- 


We recently received a copy of Harofé Haivri. 
It evoked thoughts, memories, and sensations— 
all pleasant—which we shall discuss in part and 
circumstantially (if we were poetic, this could be 
classed as imaginative rather than circumstantial). 

First of all, we owe Dr. Moses Einhorn, the 
editor of the bilingual Hebrew Medical Journal 
(Harofé Haivri), our thanks. 

Next, we are reminded by the Hebrew letters 
and the pagination from back to front, of Dr. 
Matas. That reminiscence goes like this: A 
friend of ours interned in New Orleans about 
twenty-five years ago specifically to be able to 
work under Dr. Matas. Even then, Dr. Matas 
was a venerable old man of medicine. In the 
course of making rounds one day, the staff 
trooped into the private room of a little, old 
Hebrew lady. The only means of communication 
between her and Dr. Matas was Hebrew, with 
which the linguistically accomplished doctor 
struggled somewhat haltingly. Finally the staff 
filed out of the room again and Dr. Matas, al- 
ready past the age at which most men retire 
from work, and surely from any pretense of 
learning anything new, said, with only a minor 
note of irritation, “Well, well, now I’ll have to 
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brush up on my Hebrew.” We don’t have any 


Hebrew to brush up on, so we are still trying 
to figure out how come this journal was sent 
to us. The accompanying letter gave us no sales 
talk; it didn’t even mention a subscription price, 
as a matter of fact. 

A classmate of ours used to point out that we 
should be smart enough to call on his medical 
fraternity if our class needed any of its financial 
affairs managed. We are also convinced that we 
might well call on the same Hebrew fraternity’s 
scholars for well-written medical papers. We base 
this judgment on English papers in this issue of 
the Hebrew Medical Journal, as well as on ar- 
ticles from other journals. 

We enjoyed particularly the series of short 
articles on Maimonides, written in honor of his 
750th anniversary. And the section on Medicine 
and Religion consists of an article by an Irish- 
man, I. Jakobovits (this copy of the journal ar- 
rived on St. Patrick’s Day, and, lest you misap- 
prehend, we point out that this Irishman is not 
only from Ireland, but is the Chief Rabbi of 
Ireland) entitled Sterilisation and Eugenics in 
Jewish Law that is a readable, scholarly discus- 
sion of this moral-socio-economic topic. 

Because at least some of you will have a suf- 
ficiently inquiring mind to want to pursue these 
reveries to their source, we tell you that Dr. 
Moses Einhorn’s address is listed as: 983 Park 
Ave. New York 28, N. Y. 

H.G.M. 


FLEXIBLE FARM PRICES 


Under our heritage of American competitive 
enterprise systems, the prices paid to farmers 
for the products they produce should be con- 
sistent with the consumptive demand for that 
product. The voters in the market place have 
helped for years to determine generally what 
fam prices should be and what the farmers 
should produce. Farm prices should have a rela- 
tively free interplay of the market in response 
to demand and supply level. 

In 1938, the Congress of the United States 
passed the Commodity Credit Loan Act which 
has been highly abused as far as its original pur- 
Pose is concerned. In the later depression years, 
the farmers that were left were in rather tough 
financial shape and the Commodity Credit Loan 
Program was simply a government guaranteed 
loan program which would enable the farmer 
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to hold his produce until the market could firm 
up and he could get a better price. In this way, 
the farmer would get his money from the market 
place—not government. The government only 
acted as a loan guaranteer to the barrks or ele- 
vators that were actually loaning the money. 

The same act established the “old parity for- 
mulas” which was a simple mathematical calcu- 
lation of what a unit of a farm product was worth. 
This “true value” or “100 per cent of parity” 
value of each crop bushel was calculated from 
farmers’ costs. As farmers’ cost rises, the parity 
or “true value” calculated price should also rise 
proportionately. The same act provided that these 
loans to farmers should be set up on a graduated 
or “flexible” scale basis. 

The annual loan guarantee was to be set on 
each basic farm product each year commensurate 
with the supply needs. If the supply produced 
was larger than the combined total of (1) do- 
mestic need, (2) export need and (3) normal 
reserve as provided for by law then we would 
have a “surplus” and supports should drop on 
a “flexible” scale of one (1) point support drop 
for each 2 per cent additional surplus produced 
and not sold. This was to increase sales, discour- 
age production of that commodity and keep the 
government from having to buy and store and 
compete for a later market against the farmer. 

In 1938, the support level ranged from 75 to 52 
per cent of parity depending on supply. Congress 
later amended the act to provide for price sup- 
ports on basic crops at 90 per cent of parity or 
“true value” for the duration of the war and two 
years after in order to stabilize farm income. 

In some crops, wheat as an example, the “sup- 
port level price” was high enough to be a profit- 
able price and as a result, we have now over a 
two years supply of wheat on hand, mainly in 
the hands of the government competing for cur- 
rent markets. At the same time the farmers are 
under government enforced acreage cuts, less 
than “true value” prices and are really getting 
hurt. 

This is a perfect example of government bun- 
gling of a private enterprise business. 

The politicians bought ‘farm votes with “high 
rigid price supports” and in turn they took away 
the farmer’s market, his right to fully produce . 
and his opportunity for management decision. 

Farm Bureau, the voice of agriculture, along 
with the help of others including independent and 
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professional businessmen is determined to break 
the ever tightening band of government controls 
and “political paternalism” that can only lead to 
the downfall of our free enterprise system. 


J. DetBert WELLS 
Secretary, Minnesota Farm 
Bureau Federation 


GENERAL PRACTICE RESIDENCY 


There has been a growing trend recently for 
hospitals to provide residencies designed for gen- 
eral practice. This type of residency has long been 
needed to fill a need for the development of fur- 
ther training to the men who desire to specialize 
in general practice. Men who select such resi- 
dencies do so in order to round out their previous 
medical training. This program provides them 
with an opportunity to learn the nature of gen- 
eral practice. It further enables them to come 
in contact with men who are engaged in family 
practice and to learn from them the art, as well 
as the science, of medicine. A _ well-developed 
general practice residency gives the participant an 


opportunity to see and assist in the practice of 


medicine on the community level. It also en- 
ables the participant to gain some insight as to 
the problems and the nature of such a practice. 

The general practice resident has an oppor- 
tunity to see the application of medicine to the 
individual as a whole, rather than the specialized 
approach to the patient in which an organ, or 
group of organs, is studied and treated. During 
this residency, however, the physician is trained 
not only by men who are engaged in general 
practice but he also is trained by specialists in 
the various fields of medicine. An association 
of the general practitioner with the specialists 
in this training program has proven to be of 
invaluable assistance to the student physician. 
This type of residency should be further de- 
veloped, and more opportunities should be avail- 
able for men who are to engage in general prac- 
tice so that they may have these residencies avail- 
able to them. The quality of such a residency, and 
the benefit that accrues to the physician who en- 
gages in such a residency is immeasurable and 
will reflect itself on the medical care he renders 
to the families in his community. 


A. E. Ritt, M.D. 


DROWNINGS—A KILLER OF 
MINNESOTANS 


With summer upon us, the problem of drown. 
ing in one of our ten thousand lakes (to say 
nothing of our many rivers, brooks, sloughs, 
wells and cisterns) is with us for several months 
ahead. Have you given your safety vaccination 
shots for water hazards? Have you spoken to 
your young mothers about children’s supervision 
at the beach, life preservers when in boats, swim- 
ming safety rules? 

Drowning is one of the leading “killers” of 
Minnesotans! Do peruse Mr. Hartman’s com- 
ments in this issue on “Water Safety for Min- 
nesotans.” 

TacueE C. CutsHoim, M.D, 


THE SCIENCE REPORTER 


With Americans demanding more and more 
information about all types of scientific develop- 
ments and medical progress, the role of the J 
science reporter gains in importance daily. 

It’s time to face it—the science writer is a 
permanent fixture on American newspapers. 

But as he gains in importance, he also must 
assume greater responsibilities, not only to his 
readers but also to the medical man, the physicist 
or the biochemist with whom he deals. 

The wariness with which both the scientist and 
the science reporter often regard each other must 
be supplanted with an atmosphere of trust and 
cooperation before both can fulfill their joint 
obligations to an information-eager public. 

Problems voiced last summer, for example, 
during a panel discussion at the University of 
Michigan must be solved, and that can be done 
only through joint efforts on the part of both 
journalists and men of science. 

Dr. Allen V. Astin, director of the Bureau of 
Standards, criticized the press for generaliza- 
tion, extending the bounds of a scientist’s work 
—bounds that are carefully set. 

On the other hand, Paul Block, Jr., publisher 
of the Toledo Blade, criticized scientists for an 
unwillingness to interpret the effects or the im- 
pact of their work and leaving that job to the 
reporter. 

Both agreed that the scientist and the news- 
man have similar goals: to collect the facts and 
report them accurately. The big difference lies 
in the emphasis each places on those goals. 
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The scientist often is as much interested in the 


' methods used to arrive at a specific goal as he is 


in the results themselves. 

The reporter, by the very nature of his work, 
js primarily interested in the results of the sci- 
entist’s labors and uses only those facts concern- 
ing methods that he feels are necessary to ex- 
plain the procedures to his readers. 

But it is not necessary to recount the argu- 
ments pro and con here. Suffice to say that only 
by learning more about the other’s problems can 
we hope to eliminate any causes of friction that 
may exist between the two groups. 

Who is the science reporter? What are his 
qualifications, his background ? 

Since few newspapers have an editorial budget 
large enough to include a full-time science writer 
—one who does nothing but feel the medical or 
scientific pulse of his community daily—most 
science reporters at present are of the “part-time” 
variety. 

Today, they may interview a surgeon about a 
new operative technique. Tomorrow, or perhaps 
only an hour later, they may be covering a three- 
alarm fire. 

Some men handling science news do so because 
their “beats” bring them into contact with re- 
searchers. The reporter covering the campus 
of a large college or university is an excellent 
example. 

The average science reporter may or may not 
have had any formal education in the advanced 
sciences but he generally is a college graduate and 
has to be a competent newsman in order to hold 
down the job for any length of time. If he isn’t 
competent, his scientific news sources dry up and 
he is no longer of any use to his paper. 

He can get involved in science reporting any 
number of ways. He may have volunteered for 
the job primarily because of intense interest and 
as a result, what he may lack in educational re- 
sources he makes up for in enthusiasm. 

Of course this educational lack or unfamiliarity 
with terminology can hinder him in relations with 
some scientists. Often he is forced to ask ques- 
tions that seem extremely basic to the medical 
man or researcher (better that than have him at- 
tempt to bluff his way through without complete- 
ly understanding the material discussed). It must 
also» remembered that not even the most ex- 
perienced science reporter is familiar with all 
fields of science. 
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A good science reporter (as any good general 
reporter) is accurate. 

Here, too, arises the question whether a science 
reporter should have his articles checked by the 
“expert” before publication. Most good reporters, 
I believe, do recheck their material when it is 
of a highly technical or specialized nature. The 
reporter is not any happier with major errors 
than is the source of his story. Such checking, 
however, generally is limited to errors of fact 
and not to style or method of presentation. (Sug- 
gestions to change a writer’s style are akin to a 
layman’s suggesting to a surgeon that he change 
the type of incision he uses for appendectomies. ) 


The good science reporter can and will keep 
a confidence. 


A recent complaint registered by a man on a 
science run was that scientists refuse to keep 
him informed of the progress of their projects. 


“T have no intention of printing anything until 
they say the word,” the reporter explained. “I 
just want to follow the thing along so that when 
the story is ready for publication I’ll know the 
background and have some basic knowledge of 
the work.” 

A science reporter should not attempt to sen- 
sationalize news but, as one writer pointed out, 
‘When a subject like the development of corti- 
sone is involved, how can you avoid it?” In the 
same regard, the reporter should remember that 
not all medical or scientific developments have 
immediate practical application. 


Many critics of the present crop of science re- 
porters deplore the fact that there are not enough 
fully qualified men in the field. 


To such critics must be put the question, 
“Whose responsibility is it to see that more quali- 
fied writers are developed? The newspapers? 
Journalism schools? The scientists ?” 

Actually, all three have a deep responsibility 
in this regard. 

Journalism schools should be encouraged to 
train more men in medical and other scientific 
fields of reporting. At present there are few 
schools that have curriculums designed to fill 
that need. 

Newspapers should be encouraged to make ‘a 
place on their staffs, whenever possible, for a 
full time science writer since the man who is a 


(Continued on Page 441) 
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LEGISLATIVE REVIEW 


The Minnesota Legislature of 1955 considered and acted upon many items which 
are of interest to the medical profession of the state. Below is a summary of some 
of the most important items and the action that was taken: 

Senate File 1174—This would have limited the state’s share of the cost of 
medical, hospital, nursing home, and dental care, including drugs and medicines, 
to $25.00 per month for all cases of recipients of old age assistance. The chair- 
man of the Senate Committee on Public Welfare worked vigorously for the 
passage of the bill, notwithstanding the united opposition of the medical profes- 
sion, the hospitals, druggists, county commissions, county welfare boards and 
others. The proposal was overwhelmingly defeated in the House of Representa- 
tives. The sharing of such costs presently are on a 50-50 basis between state 
and county. In the future, the sharing will be state, 45 per cent, and county, 55 
per cent. 

The Legislature continued for two years more the appropriation of $75,000 per 
year for nurse training scholarships. Maximum scholarship is $600 for one study- 
ing to be a registered nurse; a maximum of $300 for one studying to be a prac- 
tical nurse. Basis for the award is need and ability. 

The Legislature again refused to grant full medical and surgical privileges to 
osteopaths. The bill also would have added two osteopaths to the State Board 
of Medical Examiners. The bill was defeated in the Senate. 

For a second time, the Legislature refused to create an examining and licensing 
board for psychiatric aides. The bill was supported by some of the psychiatric 
aides at the state hospitals. There is serious doubt as to the need for such legislation. 

The Legislature increased the maximum compensation of the administrators 
of state hospitals to $12,250 per year, plus complete maintenance. noun 

The Legislature appropriated $400,000 toward the construction and equipment peop 
of a medical, dental, biological library building at the University of Minnesota. ticins 
The University was authorized to accept any further sum for such purpose that rive 
may be made available by the Congress of the United States. The original request 
of the University for such a building was $875,000. 

The Legislature appropriated $65,000 for mental health research in the fiscal 
year 1956 and $85,000 for fiscal year 1957. Also, $75,000 for the mental health to he 
training program in fiscal 1956 and $98,600 in fiscal 1957, of which $30,000 per imme 
year may be used for the employment of additional psychiatrists. ready 

The Legislature again refused to authorize the corporate practice of medicine dren 
by consumer controlled groups and cooperatives. The bills did not provide for 
free choice of physician nor did they require any financial guaranty of the He 
organizers. glori 

On and after January 1. 1963, the requirement of high school education as a tietar 
prerequisite to taking the Minnesota Basic Science examination is increased to and 
one year of approved college education; after January 1, 1965, the requirement Lette 
will be two years of approved college. The change will affect some chiropractic 
applicants. Th 

It can be seen by the above that the Legislature this year considered a great many “Nn 
important measures which affect the medical and allied professions in this state, scient 
and that this large volume of legislation on medical and allied matters shows the tor N 
increasing interest our legislators have in scientific and medical economic proposals. bill in 
to tal 
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Medical Economics 


AMA OFFICIALS HEAR 
POLIO REPORT 


When the safety and effectiveness of the Salk 
polio vaccine were announced on April 12, a 
simultaneous scientific meeting was begun. At- 
tending the scientific session on behalf of the 
American Medical Association was Board of 
Trustees chairman, Dr. Dwight H. Murray; Pres- 
ident-elect, Dr. Elmer Hess; Assistant Secretary, 
Emest B. Howard; and AMA Journal editor, 
Austin Smith. 


The American Medical Association Secretary's 
Letter reports : 


“When the National Foundation for Infantile Pa- 
ralysis announced that the vaccine works and is 80 
to 90 per cent effective in preventing paralytic polio, the 
biggest medical mews story of the century unfolded amid 
the fanfare and drama typical of a Hollywood premiere. 
More than 300 press, radio, and television people were 
on hand to cover the event.” 


Reactions were varied to the dramatic an- 
nouncement. Said Dr. Murray: “The American 
people can be assured that the thousands of prac- 
ticing physicians in cities, towns, and hamlets will 
give their wholehearted co-operation to get the 
vaccination programs under way as effectively and 
safely as is humanly possible.” He urged parents 
to have patience and not rush to doctors’ offices 
immediately because probably most parents al- 
ready have immunity to the disease. “Give chil- 
dren priority,” he added. 


However, although the Ann Arbor event was a 
glorious day for American medicine, many poli- 
ticians moved in with some “corny” statements 
and sickening actions, noted in the Secretary’s 
Letter. 


The Letter quotes a Chicago Tribune editorial : 


“No sooner had the worth of the Salk vaccine been 
scientifically affirmed than the Oregon maverick (Sena- 
tor Morse) tried to get into the act. He introduced a 
bill in the senate for a five-man bureaucratic commission 
to take control of the vaccine out of the hands of the 
People who discoverd it and are supplying it, out of the 
hands of the medical profession which will administer it, 


and supply it to the nation as a blessing of the govern- 
ment.” 
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Edited by the 
Committee on Medical Economics, 
Minnesota State Medical Association 

George Earl, M.D., Chairman 


The Tribune editorial goes on: 


“Government had nothing to do with discovering the 
vaccine. .. . You could lock Jaybird up in a laboratory, 
give him all the apparatus and materials needed, plus 
the most minute instructions from the discoverer, and he 
couldn’t turn out a single usable portion of the vaccine 
between now and the time the voters of Oregon will have 
a chance to catch up with him. But now that the job 
has been done by others, he thinks he is just the man to 
take over. .. . Does he maintain that the physicians of 
the United States will be parties to extertion? Ap- 
parently he does, for this is Jaybird’s song: “You can’t 
trust commercial interests. You can’t trust doctors. If 
you want a polio shot, see your precinct captain.’” 


Minnesota Program Outlined 


Considerable confusion over the administration 
of the Salk polio vaccine in Minnesota has existed, 
as it has in most states. However, as of May 15, 
the situation was as follows: , 

The Council of the Minnesota State Medical 
Association approved the following priority sched- 
ule for vaccinations in private practice, to be ad- 
ministered after the first and second graders have 
been vaccinated under the program of the health 
department: (1) pregnant women, because they 
are most susceptible to poliomyelitis ; (2) children 
in age groups fanning out from the six-to seven- 
year group, until all children from one through 
twelve have been vaccinated: five to eight, then 
four to nine, then two to eleven and finally all 
from one to twelve. 

The Council also went on record against any 
“first come-first served policy” in the doctor’s of- 
fice. Also, until the supply is increased, the Coun- 
cil decided that the vaccine should be withheld 
from babies under one year of age. 

The Minnesota Department of Health has is- 
sued several summaries of recommendations on 
the actual administration of the vaccine, also. 
Plans were to vaccinate all pupils of the first and 
second grades, using vaccine furnished by the Na- 
tional Foundation for Infantile Paralysis, thus 
covering some 133,000 children in the state. How- 
ever, since the recalling of certain supplies of the 
vaccine by the federal government, the entire pro- 
gram has been held up pending final approval of 
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batches already received, and approval of future 
batches to be received for the program. This ap- 
proval, or a statement on the entire program as 
recommended by the federal government, was not 
yet available at the above-mentioned date. 


CHARGES MADE AGAINST MORE 
HEALTH INSURANCE FIRMS 

Five additional insurance companies were 
charged by the Federal Trade Commission with 
misrepresenting the benefits of the health and ac- 
cident policies. The new charges bring to twenty- 
eight the number of companies against which the 
FTC has filed complaints. Two have agreed not 
to engage in the challenged advertising practices. 

According to a recent story in the Washington 
Post and Times-Herald, “The five firms collect 
premiums of 35 million dollars a year in the bil- 
lion-dollar field of individual policies on health, 
accident and hospitalization. All five were charged 
with misrepresenting in advertising the extent and 
length of coverage.” 

The new firms charged were: Educators Mutual 
Insurance Co. of Lancaster, Pa.; Beneficial 


Standard Life Insurance Co. of Los Angeles; 
Fireman’s Fund Indemnity Co. of San Francisco; 
National Casualty Co. of Detroit, and Federal 


Life and Casualty Co. of Battle Creek, Michigan. 


FTC Authority Upheld 


Along this same line, a hearing examiner has 
ruled that the Federal Trade Commission has 
authority to police the interstate advertising of 
health and accident insurance companies. The 
ruling came as a result of two previously charged 
companies challenging the commission’s jurisdic- 
tion over such advertising. Both of these compa- 
nies asked dismissal of the FTC complaints on the 
grounds that the companies were adequately 
supervised by the states that licensed them. 

However, according to a New York Times story 
recently: “Hearing Examiner Loren H. Laughlin 
held that Congress ‘clearly intended’ for the 
F.T.C. to police the interstate mail-order business 
of the companies. The two companies can appeal, 
if they choose to do so, and get a ruling from the 
commission itself.” 


INSURANCE COMPANY OFFERS 
CANCER RIDER 


The Continental Casualty company now has on 
the market and for the first time cancer benefits 
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up to $5,000 by rider to the accident and health 
group insurance plans covering 100 or more em- 
ployes and to be sold through the company’s f 
general group division in all states except Mary- 
land. According to the monthly house organ of ; 
the company, another new rider to group policies f 
embraces ten dread diseases. These benefits, up 
to $5,000, may be sold with any basic general 
group plan. 


According to the publication, “The cancer rider 
will cover for the disease when cancer is first 
diagnosed while the insurance is in force. Ex- 
penses taken care of will be those incurred within 
two years of the first treatment, beginning with 
diagnosis. They are payable in lieu of benefits 
that would otherwise be paid under the base plan. 
Employes’ monthly premium for the cancer bene- 
fits will be 55 cents. The family rate for employe 
and eligible dependents will be $1.17 per month, 
It is emphasized that at the present time the 
benefits are available only to groups of 100 or 
more employes. They include hospital room and 
board, necessary services; physicians’, surgical 
and nurses’ fees.” 


The company also reports that the dread dis- 
eases covered for $5,000 aggregate include polio, 
scarlet fever, diphtheria, spinal meningitis, en- 
cephalitis, rabies, tetanus, tularemia, typhoid or 
leukemia, symptoms of which first appear while 
the insurance is in force. 


GROUP CLINIC REGULATION 
UPHELD 


A 1953 act of the California legislature regulat- 
ing private out-patient clinics operated by groups 
of physicians was declared to be constitutional 
recently. An article in the San Francisco 
Chronicle noted that Attorney General Edmund 
G. Brown made the ruling, which was requested 
by Dr. Malcolm Merrill, director of the Cali 
fornia State Department of Public Health. 


The chief effect of the act is to prevent forma- 
tion of medical groups under names that do not 
reveal the names of the physicians involved, as 
in the Permanente Medical Group, the Palo Alto 
Clinic and San Mateo Clinic, members of Brown’s 
staff said. According to the news story: “Groups 
formed after January 1, 1954, are required to 
use the last name of at least one of the physi- 
cians involved, followed by the words ‘Medical 
Group.’ ” 
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Success Undermined? 


Apparently, some of the clinics and groups in- 
volved feel that the regulating law undermines 
their success. The story goes on to say: “Although 
the law does not affect actual operation of the 
groups, it was pointed out that some clinics 
believe a large part of their success is based on 
public familiarity with the established names. The 
law provides that any clinic established before 
1954 can continue to operate under the established 
name unless there is a change in the partnership, 
in which case a new license must be acquired and 
the new regulation followed. 


The article quotes Mr. Harry Fledderman, at- 
torney for the sixty-member Permanente Health 
Group, who said: 


“It would be considered a serious matter if the group 
has to change its name. The Permanente partnership 
contracts to provide medical care in Kaiser Foundation 
Hospitals and also operates several out-patient clinics 
separated from the hospitals. The group sometimes takes 
in or loses several members of the partnership yearly, 
which may force a name change.” 


The article further states: 


“The law provides exemptions for out-patient clinics 
operated as integral parts of hospitals. The Legislature, 
when it passed the law, apparently felt that operation of 
clinics without including at least one name of a physi- 
cian involved bordered on practicing under a fictitious 
name, members of Brown’s staff said. There are 195 
out-patient clinics in Califernia that will be affected. 
Charity, teaching and research and employer clinics are 
exempt from the regulation.” 


THE MINNESOTA STATE BOARD OF 
MEDICAL EXAMINERS 
230 Lowry Medical Arts Building 
Saint Paul 2, Minnesota 


F. H. Magney, M.D., Secretary 


LICENSE OF MINNESOTA PHYSICIAN 
SUSPENDED FOR FIVE YEARS 


In the Matter of the Revocation of the License of 
Kenneth L. Kelsey, M.D. 

The Minnesota State Board of Medical Examiners on 
May 6, 1955, suspended for a period of five years the 
medical license held by Dr. Kenneth L. Kelsey, an 
Aurora, Missouri, physician who intended to open an 
office for the practice of medicine at Annandale, Min- 
nesota. When Dr. Kelsey came to Minnesota in Sep- 
tember, 1954, and attempted to pay up the arrears in his 
registration fees in reference to his Minnesota medical 
license, an investigation disclosed that he was personally 
using large amounts of barbiturate drugs, especially 
nembutal. A citation for the revocation of Dr. Kelsey’s 
license was issued in which he was charged with habitual 
indulgence in the use of barbiturate drugs, and also with 
furnishing, prescribing and administering narcotic drugs 
to his wife, not in the bona fide practice of medicine. 

At the time Dr. Kelsey appeared before the Board on 
February 4, 1955, in response to the citation, both he 
and Mrs. Kelsey had been hospitalized since the first 
part of October, 1954. Dr. Kelsey admitted the truth of 
the charges contained in the citation and, after he gave 
his promise to the Medical Board that he would refrain 
from applying for a narcotic tax stamp, the Board took 
Dr. Kelsey’s case under consideration, the decision to 
be held in abeyance until it could be determined what 
could be worked out that would be beneficial to Dr. 
Kelsey and his wife. However, when Dr. Kelsey’s case 
was again taken up by the Medical Board on May 6, 
1955, it appeared that Dr. Kelsey had left the hospital 
on his own request in the latter part of February and had 
subsequently gone back to Missouri. 

Dr. Kelsey was born in Saint Paul, Minnesota, on 
February 25, 1911. He graduated from the University 
of Minnesota with an M.D. degree in 1934 and was 
licensed to practice medicine in Minnesota in the same 
year. Before coming to Minnesota in the fall of 1954, 
Dr. Kelsey had practiced medicine at Aurora, Missouri, 
since 1936. 





THE SCIENCE REPORTER 


(Continued from Page 437) 


part-timer is admittedly less qualified to develop 
science news adequately. 

But a great deal of the responsibility also falls 
on the shoulders of the scientists, themselves. 
They should be willing to support any programs 
designed to get information about scientific prog- 
Tess to the public with speed, completeness, and 
accuracy. 


The attitude that any medical man or researcher 
who is mentioned in the press is automatically 


June, 1955 


a “publicity hound” or a violator of professional 
ethics hinders any such programs. 

The problems that face the science reporter 
and the scientist in getting news to the public are 
vast and will not be solved quickly. But they 
will never be resolved until all interested parties 
are willing to lend a hand. 

Joun R. FINNEGAN 
Saint Paul Pioneer Press 
and Dispatch 





The Dean’s Page 


THE FAMILY PHYSICIAN 


In a recent issue of The Chronicle of Plymouth Congregational Church, Minne- 
apolis, of which Mrs. Diehl and I are members, our minister, Dr. Howard J. Conn, 
published such a splendid statement of the spirit and service rendered by the family 
physician that I requested his permission to reprint it as follows: 


“T always think of Jesus as the family physician of the human race. Religion to Him existed 
for the purpose of action; it was valuable solely for the service of mankind. 


So wrote Sir Wilfred Grenfell, the great Labrador missionary doctor back in 1911. 


Think of the role of the family physician, and realize how strikingly Jesus Christ can play 
a similar part in our lives. The doctor seeks to 


—diagnose our ills; 

—appreciate the family background; 

—read the hidden thoughts of the patient; 

—understand the universal rules of health; 

—prescribe a course of action; 

—see the long-range possibilities as well as the immediate cure; 
—encourage us to co-operate; 

—love us in every situation; 

—draw forth the best in us; 


—blend medical science, divine power and human faith into a healing channel. 


What the dedicated doctor seeks to do for his patient, Jesus can do for the moral and spiritual 
well-being of the whole human race. 


But just as the doctor must be called before he can assist, so Christ must be welcomed into 
the heart. Lent is a period when we especially do this. 


God be praised for the family physician! 
God be praised for Jesus Christ, the family physician of the human race! 


God be praised when we invite Him in, and entrust our lives to His guidance!” 


The Medical School of the University of Minnesota is striving to select and 
train young men and women to be “dedicated doctors” and “family physicians” 
of the type described by Dr. Conn. Incidentally, Dr. Conn is substituting for Dr. 
Ralph Sockman on the National Radio Pulpit—NBC— 9 a.m. Sunday mornings, 
Come. 

Harotp S. Diext, M.D. 
Dean of Medical Sciences 
University of Minnesota 
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Public Health 


PROGRAM FOR PROFESSIONAL PERSONNEL IN NATIONAL EMERGENCIES 


The Commissioned Reserve of the Public 
Health Service is being expanded and reorganized 
for service in grave national emergencies as the 
result of a delegation by the Federal Civil Defense 
Administration to the Department of Health, Ed- 
ucation and Welfare which was approved by the 
President on July 14, 1954. Commissioning of 
officers in the emergency reserve is under way. 


Function.—There are three main groupings of 
professional personnel in the Commissioned Corps 
of the Public Health Service—Regular Corps 
officers, Reserve Corps officers on active duty and 
Reserve Corps officers in inactive status. It is 
the latter group that is being expanded and re- 
organized under the Service’s emergency program. 

Reserve Officers in inactive status, now and in 
the future, may apply for active duty and will 
be considered for available assignments. But no 
officer of the emergency reserve is subject to man- 
datory duty except in the event of a national 
emergency publicly recognized as requiring such 
action. Moreover, even in an emergency, an offi- 
cer of the emergency reserve already performing 
important health duties would be assigned to ac- 
tive duty in another area only if the need in that 
area were so serious as to clearly require his serv- 
ices there. 


Size-—The number of reserve officers to be ap- 
pointed under the present program is limited. UlI- 
timately the reserve is expected to be built up to 
approximately 5,000 officers—physicians, dentists, 
sanitary engineers, nurses and persons in allied 
health professions. At the present time, the pro- 
gram provides for 2,000 officers. The principal 
need at this stage is for physicians. 

Eligibility —To be eligible for appointment to 
the Commissioned Reserve, a person must be an 
American citizen at least twenty-one years old 
and must have a professional degree. A person 
need not have had experience in the public health 
field to be eligible. Grades in the Commissioned 
Reserve correspond to the grades in the regular 
Commissioned Corps of the Public Health Serv- 
ice and to grades in the Army, Navy, and Air 
Force. The grade to which an officer is appointed 
is determined by his years of education, training 
and experience. 

Duration of Appointments.—All Reserve Corps 
commissions in the Public Health Service are for 
periods of five years. They are made by the 
Secretary of Health, Education, and Welfare, and 
are renewable at the end of each five-year period. 
If the officers is reappointed, his grade is deter- 
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mined by the level of his training and experience 
at that time. An officer can resign his commis- 
sion at any time. 

Training Program.—The Service will make 
every effort to train officers of the Commissioned 
Reserve in present-day emergency health prob- 
lems, particularly those associated with atomic, 
biological and chemical warfare. Insofar as 
funds permit, officers of the Commissioned Re- 
serve will be given opportunities to go on active 
duty for limited periods for training purposes. 

The Service also will offer opportunities for 
training not involving active duty. As the reserve 
is built up to emergency strength, a variety of 
training methods will be employed. The aim is 
that every officer of the reserve will receive some 
basic training in emergency health problems. In- 
tensive, specialized training is planned for a lim- 
ited number of reserve officers. 

Appointments.—The first step toward obtain- 
ing a commission as a reserve officer of the Public 
Health Service is to submit an application on a 
form provided by the Service. 

Filling out this application obligates neither 
the applicant nor the Service. It does, however, 
provide the Service with the necessary informa- 
tion on which to determine whether the applicant 
is eligible and, if eligible, to what grade he should 
be appointed. If the applicant is judged eligible, 
he will be informed of the next step. 

General Considerations—No one can know in 
advance what he will be doing if a grave national 
emergency develops. But one thing is certain: 
Everyone with training and experience in health 
professions will be needed in a dozen places at 
once. 

Obviously, we must anticipate as many of the 
problems as we can, get ready to deal with them 
in the most realistic way possible and stay ready. 

In any successful attack, treatment and care of 
the injured will be a monumental task, but it will 
be only part of the problem. Those who escape 
direct injury will be the human resources we have 
left. Their health will have to be safeguarded 
at all costs. 

Even in emergencies resulting from natural 
causes, health personnel are often spread too thin 
or are not readily available. 

In an attack, these problems would breed and 
multiply—not in days and weeks but in hours and 
minutes. 

There must be provision for physicians, en- 

(Contmued on Page 450) 
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Reports and Announcements 


MEDICAL MEETINGS 


National 

American Association of Blood Banks, eighth annual 
meeting, Palmer House, Chicago, Illinois, November 
19-21, 1955. 


International 

International College of Surgeons, Cape Cod regional 
meeting, Chatham Bars Inn, Chatham, Massachusetts, 
July 1-4, 1955. 

International Symposium on Enzymes: Units of Bio- 
logical Structure and Function, Henry Ford Hospital, 
Detroit, Michigan, November 1-3, 1955. 


AMERICAN BOARD OF OBSTETRICS 
AND GYNECOLOGY 


Applications for certification for the 1956’ Part I 
examinations are now being accepted by the American 
Board of Obstetrics and Gynecology. Candidates are 
urged to make application as early as possible—before 
October 1, 1955. 

Information can be obtained from the secretary of the 
board, Dr. Robert L. Faulkner, 2105 Adelbert Road, 
Cleveland 6, Ohio. 


MINNESOTA SYMPOSIUM ON 
ARTERIOSCLEROSIS 

The Minnesota Symposium on Arteriosclerosis, spon- 
sored by the University of Minnesota and the Minnesota 
Heart Association, will be held at the Mayo Memorial, 
University of Minnesota Medical School, Minneapolis, 
on September 7, 8 and 9, 1955. 

Five general sessions and. a half-day of clinic and 
laboratory visits will be devoted to five major topics: 
“The Challenge of Arteriosclerosis,” “Atherosclerosis,” 
“Peripheral and Cerebral Arteriosclerosis,” “The Intern- 
ist and Some Tools,” and “The Surgical Treatment of 
Arteriosclerosis.” 

In addition to Minnesota speakers, guest lecturers 
will include representatives from other U. S. medical 
centers and from South Africa, Sweden, Canada, Scot- 
land, Italy and Germany. Principal speaker at a dinner 
meeting at the Minneapolis Club on September 7 will 
be Dr. Paul Dudley White, Boston, who will discuss 
“The ‘Coronaries Through the Ages.” 

General chairman of the symposium is Dr. Ancel 
Keys of the University of Minnesota. For further 
information, reservations, housing, et cetera, write Dr. 
Robert 'B. Howard, Mayo Memorial, Univers:ty of Min- 
nesota, Minneapolis 14, Minnesota. 


ASSEMBLY IN OTOLARYNGOLOGY 
The Department of Otolaryngology, University of 


Illinois College of Medicine, announces its annual As- 
sembly in Otolaryngology from September 19 through 
October 1. This assembly will consist of two parts. 
Part 1, September 19-24, will be devoted to surgical 
anatomy of the head and neck, fundamental principles 
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of neck surgery and histopathology of the ear, nose and 
throat. This week will be under the personal direction 
of Dr. Maurice F. Snitman. Part 2, September 26- 
October 1, will be devoted entirely to lectures and panel 
discussion of advancements in otolaryngology. The 
chairman of this section will be Dr. Emanuel M. Skol- 
nik, 
Registration is optional for one or both weeks. 


WORLD MEDICAL ASSOCIATION 
JOURNALISM MEETING 

The sixth medical journalism meeting, sponsored by 
the World Medical Association, will be held in connec- 
tion with the association’s ninth General Assembly in 
Vienna, Austria, September 20 to 26, 1955. September 23 
will be devoted to the medical journalism program, at 
which the main topic will be “Problems of Teutonic 
Medical Publications.” 

Editors of medical journals are inv:ted to attend. 
A complete program will be sent on request. For further 
information, write the World Medical Association, 345 
East 46th Street, New York 17, N. Y. 


INDUSTRIAL MEDICINE COURSE 


A full-time eight-week comprehensive course in indus- 
trial medicine for physicians will be given in the Post- 
Graduate Medical School of New York University- 
Bellevue Medical Center. commencing Monday, Septem- 
ber 26, 1955. 

Among the subjects being offered to physicians are: 
organization, administration and economics of an indus- 
tr:al medical department, the practice of preventive and 
constructive medicine in industry, the clinical aspects 
of occupational diseases, industrial injuries and the 
elements of safety programs, toxicology and industrial 
hygiene for the physician. Opportunities will be pro- 
vided for attendance at medical, surgical and clinical 
pathological conferences during the course. 


Applications should be sent to the Dean, NYU Post- 
Graduate Medical School, New York 16, N. Y. Tui- 
tion is $250. 


IATROGENIC HEART DISEASE 
(Continued from Page 442) 


On examination, her heart action was quiet, 
easy and regular at 80 beats per minute and her 
blood pressure, which was 170 on first reclining, 
settled down to 136/70. 


Summary 


This case history is typical of a woman who 
was badly frightened when the doctor told her 
she had serious heart disease and advised her 
to be careful. 

Even though no serious heart disease was 
found, she continued to be fearful and needed 
repeated examinations and reassurance to keep 
her going. 
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Woman’s Auxiliary 


RAMSEY AUXILIARY ELECTS OFFICERS 
Mrs. L. T. Simons 


The regular luncheon meeting of the Woman’s Auxili- 
ary to the Ramsey County Medical Society was held on 
April 25, 1955, in the Commodore Hotel. Members 
accepted the slate of officers presented by the nominating 
committee, of which Mrs. Harvey O. Beek was chair- 
man. Officers for the coming year are: 


President 

President-Elect 

First Vice President....Mrs. Rodney F. Sturley 
Second Vice President Mrs. H. J. Wolff 
Third Vice President Mrs. A. E. Ritt 
Recording Secretary Mrs. J. P. Medelman 
Corresponding Secretary...... Mrs. S. M. Loken 
Treasurer Mrs. O. I. Sohlberg 


Mrs. W. P. Gardner, retiring president, called a 
board meeting on May 2. Committee reports were given. 
Mrs. H. O. Peterson entertained eighteen new and 
prospective auxiliary members at a get-acquainted coffee 


party in her home on May 8. Interests and hobbies were 
discussed. 

The annual luncheon meeting was held on May 16 at 
the University Club. Mrs. W. P. Gardner announced the 
allocation of funds as approved by the members: 

One gift of $500 to the American Medical Education 
Foundation, designated for the University of Minnesota. 

Two gifts of $100 each to University of Minnesota 
medical students, subject to approval of the Dean of 
the Medicai School. 

One gift of $150 to the Hallie Q. Brown settlement 
house, $150 to the Neighborhood Settlement house to be 
used to send children to camp. 

Mrs. Gardner introduced the new officers to the group 
and then presented the flower-bedecked gavel to Mrs. 
H. O. Peterson, who accepted her new responsibility 
very graciously. The auxiliary members gave a rising 
vote of thanks to Mrs. Gardner for her fine work during 
the past year. 

Mrs. S. M. Loken, program chairman, presented Mr. 
Otto Dallman, sculptor, who gave a very interesting 
demonstration using plaster, granite and clay as media 
of expression. 





In Memoriam 


JOHN D. B. GALLOWAY 


Dr. John D. B. Galloway, orthopedic surgeon of Min- 
neapolis, died May 4, 1955. He was forty-seven years old. 

Dr. Galloway was born in Lewistown, Pa. He attended 
Cornell University and received his medical degree from 
Temple University. In 1938, he received a degree of 
M.S. in orthopedic surgery at the Univers*ty of Min- 
nesota, having entered the Mayo Foundation as a fellow 
in orthopedic surgery in 1936. 

From 1942 to 1946 Dr. Galloway served in the army. 

He was chief surgeon at Shriners’ Hospital for 
Crippled Children and was a member of the staffs at 
Swedish and Lutheran Deaconess Hospitals and of the 
visiting staff at St. Barnabas hospital. He was attend- 
ing orthopedic surgeon at General Hospital, Jones- 
Harrison home and Ebenezer home. He was a clinical 
assistant in orthopedic surgery at the University of 
Minnesota. 

Dr. Galloway was a member of the American Academy 
of Orthopedic Surgeons, American College of Surgeons, 
American Medical Association, Minnesota State Medical 
Association, Hennepin County Medical Society, Clini- 
cal Orthopedic Society, International College of Sur- 
geons and Minnesota Dakota Orthopedic Club. He was 
a diplomate of the American Board of Orthopedic 
Surgery. 

Dr. Galloway was also a member of Sigma Chi and of 
St. Luke’s Lutheran Church in St. Louis Park. 
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He is survived by his wife, Gertrude; his daughter, 
Jane, and his mother, Mrs. Willa B. Galloway, Chester, 
Pennsylvania. 


WILLIAM ANTHONY MILLER 


Dr. William A. Miller, born in Appleton, Wisconsin, 
on July 30, 1872, died in New York Mills, Minnesota, 
June 1, 1955, after nearly sixty years in the medical 
profession. 

Dr. Miller graduated from the Kansas City Medical 
College in 1896. He then went to New York Mills and 
became an active member in many community activities. 
In February, 1953, a banquet was held by the Lions 
in New York ‘Mills to honor Dr. Miller for his life- 
time of service. He was a member of the school board 
and served on the Board of Health, as Deputy Coroner, 
as an examiner for selective service, and participated 
in many bond drives during both world wars. 

He was a life member of the Minnesota State Medi- 
cal Association, the American Medical Association and 
had been a member of the Park Region District and 
County Medical Society since its inception. He was 
on the staff of St. James Hospital in Perham. 

Dr. Miller is survived by his wife, Jessie; a sister, 
Mrs. F. G. Brabec, Perham; a son, Maurice, New York 
Mills; two daughters, Mrs. Oscar A. Carlson and Mrs. 
Eino Kyllonen, both of ‘Minneapolis, and six grandchil- 
dren. 
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Of General Interest 


The award of merit of the Ohio Valley Procto- 
logic Society has been given to Dr. Louis A. Buie, 
senior consultant in the section of proctology at the 
Mayo Clinic, Rochester. The award was made during 
the recent annual meeting of the American Procto- 
logic Society in New York City. 

ee ee 

Dr. Merrill D. Chesler, Minneapolis, was the 
principal speaker at a meeting of the Blue Earth 
Valley Medical Society at Madelia on May 19. He 
discussed “Burns—Skin Grafts and Flaps” in regard 
to plastic and reconstructive surgery. 

x ok x 

Dr. J. A. Abullarade, Cokato, staff member of the 
Cokato Hospital since November, 1954, reported on 
May 8 at Fort Sam Houston, San Antonio, Texas, 
for service in the armed forces. He entered the 
Army as a captain in the medical corps. 

eke ce 

A paper entitled “Osteoporosis and Compression 
Fractures from Prolonged Cortisone and Corti- 
cotropin Therapy” was presented by Dr. William 
Sawyer Eisenstadt and Dr. Ephraim B. Cohen, 
Minneapolis, at a meeting of the American College 
of Allergists at Chicago, Illinois, on April 28. 

x ok x 

Dr. and Mrs. L. Kenneth Onsgard, Houston, re- 
ceived congratulations from over 200 friends at a 
reception in Houston on April 24 in honor of their 
twenty-fifth wedding anniversary. They were married 
on April 20, 1930. 

x ok * 

Dr. Howard M. Frykman, Minneapolis, was elected 
to fellowship in the American Proctologic Society at 
its annual meeting in New York City June 1 to 4. 
Dr. Frykman presented a paper on “Abdominal 
Proctopexy and Primary Sigmoid Resection for 
Rectal Procidentia,” for which he received the Pied- 
mont Award for the best scientific paper of the 
meeting. 

* ok 

Dr. Burton C, Ford, Marshall, was the principal 
speaker at graduation exercises at the School of 
Vocational Nursing, Rochester, on May 1. Dr. Ford 
is a representative of the Minnesota State Medical 
Association on the Minnesota Board of Nursing. 

x Ok oe 

“Management of Strabismus” was the title of a 
paper presented by Dr. Richard C. Horns, Minne- 
apolis, at a meeting of the North Dakota Academy 
of Ophthalmology and Otolaryngology at Bismarck, 
North Dakota, on May 2. The meeting was held in 
conjunction with the North Dakota State Medical 
Association annual meeting. 

x x * 

Dr. Clyde A. Undine, Minneapolis, attended a 
meeting of the American College of Physicians in 
Philadelphia, Pennsylvania, in April. 
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Dr. David F. Struxness, Glencoe, reported at the 
Great Lakes Naval Training Center on May 3 to 
begin a tour of duty with the Navy. He holds the 
rank of lieutenant (jg). 

* ok OX 


Among the speakers at a meeting of the Mcleod 
County Medical Society at Hutchinson on April 20 
were Dr. Erling S, Platou and Dr. Albert J. 
Schroeder, Minneapolis, who discussed “Abdominal 
Pain in Childhood.” 

a 

After a year of practice at Heron Lake, in associa- 
tion with Dr. Richard W. Nicholson, Dr. A, R. 
Robbins announced early in May that he was dis- 
continuing his practice there and was moving to the 
east coast about the middle of the month. At the 
time he stated that he had no definite commitments 
as to where he planned to locate. 

* *k * 


Dr. B. W. Kusske, Minneapolis, was the winner 
of an automatic skillet for which the Paul Revere 
Life Insurance Company held a drawing at its booth 
at the annual meeting of the Minnesota State Medical 
Association in Minneapolis. 

* Oe x 


Dr. Walter A. Fansler, Minneapolis, was a guest 
speaker at a meeting of the Texas Medical Associa- 
tion at Fort Worth, Texas, April 25 to 27. Be- 
sides participating in a round-table discussion on 
“The Treatment of Hemorrhoids and Fissures,” he 
presented two papers on “The Cause and Care of 
Extensive Rectal Fistula” and “Changing Concepts 
in the Treatment of Diverticulosis and Diverticulitis.” 

x ok O* 

Principal speaker at a meeting of the Business and 
Professional Women’s Club at Mankato on April 20 
was Dr. Burton P. Grimes, superintendent of the St. 
‘Peter State Hospital, St. Peter. Dr. Grimes dis- 
cussed reasons for mental illness and methods of 
treating patients. 

*x* * x 

Dr. John M. Wolff of the Duluth Clinic, Duluth, 
attended a postgraduate course in internal medicine 
sponsored by the American College of Physicians at 
Rochester May 9 to 11. 

* * * 

“The Dermatologist’s Role in the Treatment of 
Skin Cancer” was the title of a paper presented by 
Dr. Henry E. Michelson, Minneapolis, at a meeting 
of the Illinois State Medical Society on May 19. 

* * * 

Dr. Frank J. Hill, former Minneapolis health com- 
missioner, has been named director of the Monroe 
County (Florida) Health Department. Previously 
he was director of the Gadsden and Liberty counties 
health unit, 
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OF GENERAL INTEREST 


Dr. Paul G. Boman and Dr. Frank J. Hirschboeck 
of the Duluth Clinic, Duluth, were among those 
attending the annual meeting of the American Col- 
lege of Physicians in Philadelphia, Pennsylvania, 
during the last week of April. 

* * x 

Dr. and Mrs. Duane R. Ausman, St. Paul, left on 
May 9 for a five-week tour of Europe. While in 
Switzerland, Dr. Ausman attended a meeting of the 
International College of Surgeons at Geneva, May 
23 to-26. 

x ok x 

Principal speaker at a meeting of the Kiwanis 
Club at Willmar on April 12 was Dr. F. T. Sorum 
of the Willmar State Hospital. He spoke on “Child 
of Today, Citizen of Tomorrow.” 

x ok 

Dr. Mario M. Fischer, Duluth, director of health 
for Duluth and St. Louis County, spoke on “Polio 
Vaccine” at a meeting of the Parent-Teacher Asso- 
ciation in Hermantown on April 20. 

x ok Ox 

Dr. Irving C. Bernstein, Minneapolis, clinical in- 
structor in the department of psychiatry and 
neurology at the University of Minnesota, presented 
a paper on “The Psychiatric Aspects of Dysmenor- 
rhea” at a meeting of the North Dakota State 
Medical Association in Bismarck, North Dakota, on 
May 3. On the previous day he spoke on “Psycho- 
somatic Problems in Obstetrics and Gynecology” at 
a meeting of the North Dakota State Sociey of 
Obstetricians and Gynecologists. 

x * « 

Dr, and Mrs. B. J. Cronwell, Austin, attended the 
annual meeting of the American College of Physicians 
in Philadelphia, Pennsylvania, during the last week 
of April. It was their twentieth annual trip to the 
convention. 

kK x 

The Minnesota Heart Association awarded a one- 
year fellowship to Dr. J. Leo Wright, Rochester, at 
a meeting of the executive committee in St. Paul on 
May 26. Dr. Wright, a fellow of the Mayo Clinic 
and formerly a fellow of the National Heart Institute, 
will be given financial support for heart research 
beginning July 1, 1955. A graduate of the New York 
University Medical School, he was the recipient of a 


Ford Award in anatomy in 1950. 
ce € 


Dr. S. A. Whitson, Albert Lea, was the principal 
speaker at a meeting of the graduate nurses at 
Naeve Hospital, Albert Lea, on April 27. Dr. 
Whitson discussed the subject of diabetes. 

* ok * 

“Dr. William G, Strobel of the Duluth Clinic, 
Duluth, attended the annual meeting of the American 
Proctologic Society in New York City June 1 to 4. 

* * * 

After serving for thirty-nine years on his local 
schoo! board, Dr. Benedik Melby, Blooming Prairie, 
announced in late April that he was retiring from 
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the board. Dr. Melby, who began medical practice 

in the area in 1903, has served continuously on the 

school board since he was first elected to it in 1916. 
* ok x 

Dr. Maurice B. Visscher, head of the physiology 
department at the University of Minnesota, has been 
named winner of the 1955 American Cancer Society 
medal for Minnesota. The medal, which was awarded 
for “important contributions to the control of 
cancer,” was presented to Dr. Visscher at a meeting 
of the Minnesota division board of directors in Min- 
neapolis on May 6. Previous medal winners in Min- 
nesota have included Dr. Owen H. Wangensteen, 
Dr. John J. Bittner, Dr. Arthur Kirschbaum, Dr, E. 
T. Bell and Dr. Arthur H. Wells. 

eae 

Dr. Henry F. Helmholz, Rochester, was the prin- 
cipal speaker at a dinner meeting for delegates from 
Parent-Teacher Associations in Hennepin and Anoka 
counties at Richfield (Minneapolis suburb) on May 
5. Dr. Helmholz, who is head of the pediatrics 
section at the Mayo Clinic and vice president of the 
Minnesota Congress of Parents and Teachers, spoke 
on the subject, “Health and Community.” 

” * “* 

Dr. Michael Kosiak, a native of Chisholm, has been 
awarded a three-year fellowship grant by the 
National Foundation for Infantile Paralysis for a 
special study of physical medicine and rehabilitation. 
He will begin his work July 1 at the Mayo Memorial 
Center at the University of Minnesota. 

* * * 

Dr. Vernon A, Harrington, Duluth, attended the 
American College of Physicians postgraduate course 
on “Early Detection and Prevention of Disease,” 
which was conducted in Philadelphia in April. Dr. 
Harrington is on the internal medicine staff of the 
Duluth Clinic. 


* * x 


Guest speaker at a meeting of the Business and 
Professional Women’s Club in Hutchinson on April 
14 was Dr. Carl Bretzke, Hutchinson, who showed 
a motion picture on cancer and discussed the im- 
portance of early detection of cancer. 

* ok x 

Dr. Charles L. Steinberg, chief of staff at Chil- 
dren’s Hospital, St. Paul, spoke on “Progress in 
Pediatrics—Recent and Anticipated” at the annual 
meeting of the hospital’s association in St, Paul on 
April 25. 

* * 

Main speaker at a meeting of the Parent-Teacher 
Association at Kenyon on April 18 was Dr. Ezra 
Bridge, medical director of Mineral Springs Sana- 
torium, Cannon Falls. Dr. Bridge discussed the 
Mantowx test. 

* ok * 

The annual John W. Bell Tuberculosis Lecture 
was presented by Dr. Donald L. Paulson, Dallas, 
Texas, at a meeting of the Hennepin County Medical 
Society in Minneapolis on May 2. Dr. Paulson, a 
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OF GENERAL INTEREST 


graduate of the University of Minnesota in 1937, 
is associate professor of surgery at Southwestern 
Medical School in Dallas. His talk, given in honor 
of the late Dr. John W. Bell, was concerned primarily 
with the diagnosis and treatment of pulmonary 
nodules. 
ek 

At the annual meeting of the American College of 
Allergists in Chicago April 28 to 30, Dr. Albert V. 
Stoesser, Minneapolis, served as chairman of the 
pediatric session and as a panel member in an allergy 
clinical conference. During the pediatric session 
Dr. Lloyd S. Nelson of Minneapolis presented a 
paper entitled, “Anaphylaxis in Man—A _ Serious 
Problem.” 


NEW LOCATIONS 


Dr. James H. Reinhardt has returned from service 
in the Air Force and has reopened his offices in 
Alexandria, where he practiced for four months be- 
fore entering military service in 1953. 

* * * 

Dr. Rosemary R. Frear has opened an office for 
the practice of medicine at Brooten. She has been 
living near Brooten for several years. 

x Oe x 

Dr. Luther H. Zick has moved from Grand Rapids, 
where he practiced since 1953, to Benton Harbor, 
Michigan, where he is limiting his practice to 
surgery. 

kk x 

Dr. Warren W. Haesly has become associated in 
practice with Dr. W. O. Finkelnburg in Winona. 
Dr. Haesly recently completed two years of service 
in the Air Force. Previously he practiced at Wykoff 


and Rushford. 
x Oe x 


Dr. Dennis E. Lofstrom has begun practice at Pine 
River, where he is associated with the Pine River 
Clinic. 

x * x 

Dr. Raymond C, Magnuson has returned to Cam- 
bridge after two years of service in the Army and 
has reopened his’ offices at the Cambridge Clinic. 

x * x 

Dr. Donald Halverson has begun practice at 
Winnebago, where he is associated with Dr. John L. 
Mills. 


* * x 


Dr, B. Niles Batdorf has moved from Good 
Thunder, where he practiced for several years, to 
Mankato, where he has opened offices in the Doctors’ 
Building. 

x * x 

Dr, John A. Bolz has returned to Grand Rapids 
and has opened new offices for the practice of medi- 
cine. He recently completed two years of service 
in the Army. 
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MINNESOTA BLUE SHIELD-BLUE CROSS 


Blue Cross 


During the month of March, 1955, 5,164 contracts 
representing 12,743 participant subscribers were enrolled 
in Blue Cross bringing the net enrollment as of March 
31, 1955 to 1,006,685 participant subscribers. 

The year 1955 has had a healthier start for Minne- 
sota Blue Cross subscribers as compared to the same 
three-month ‘period last year, according to statistics just 
released by the Blue Cross office. 

The analysis just completed reveals that 434 persons 
per 1,000 contracts weré hospitalized during the first 
three months of 1955 as compared to 454 per 1,00 
contracts during the same period in 1954. 

The decrease in the number of subscribers using hos- 
pital care was attributed to a decline in the number of 
respiratory conditions such as tonsillectomies, adenoidec- 
tomies, influenza, pneumonia and others. 

The study also pointed out that maternity cases 
among Blue ‘Cross subscribers decreased from 74 cases 
per 1,000 contracts during the first three months of 
1954 to 71 cases per 1,000 contracts during the same 
period in 1955. 

The total cost for the above cases was higher in pro- 
portion to last year. The total benefits provided for 
Minnesota Blue Cross subscribers for the first three 
months of 1955 amounted to $4,861,977.24 as compared 
to $4,450,115.85 during the first three months of 1954 
or an increase of $411,861.39. 


Blue Shield 

In the Blue Shield statistical data of the first three 
months of 1955, there are to be found a number of 
facts of interest to physicians. Among them is the 
total number of Blue Shield payments made, and the 
increase in the number of services paid as compared 
with the same data in the identical three-month period 
in each of the prior two years. These comparisons are 
worthy of a more detailed consideration. 

During the first quarter of 1953, Blue Shield allow- 
ances were provided for 37,354 services with a total 
payment of $1,088,849. In the same quarter of 1954, 
38,879 services, for total payments of $1,192,317 were 
made. In the identical period, the first three months of 
1955, 45,231 services provided by doctors were paid in 
the amount of $1,371,667. 

In comparing these data for the first quarter in the 
years 1953 to 1955, it can readily be seen that payments 
to doctors are 25.9 per cent greater for the first three 
months of 1955 than during the first ‘quarter of 1953. 
Also, the number of services during the same three- 
month period in 1955 was more than 6,000 greater than 
during the same period in 1953. This represents an 
increase of 21 per cent. These figures also show that 
there has been an increase in the average payment per 
service. 

With the constant increase in payments noted each 
year, it is apparent that if the trend in the first quarter 
is continued, Blue Shield payments to doctors of medi- 
cine for services rendered Blue Shield subscribers will 
strike an all time high for the year 1955. 
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BOOK REVIEWS 


Books listed here become the property of the Ramsey, 
Hennepin and St. Louis County Medical Libraries when 
reviewed. Members, however, are urged to write re- 
views of any or every recent book which may be of 
interest to physicians. 


IOOGE id ed 





Books Recewed for Review 


THE MANAGEMENT OF OBSTETRIC DIFFI- 
CULTIES. Paul Titus. Revised by J. Robert Willson, 
M.D., M.S., Professor of Obstetrics and Gynecology, 
Temple University Schocl of Medicine; Head of the 
Department of Obstetrics and Gynecology, Temple 
University Hospital; Consultant in Obstetrics and 
Gynecology and Chief of the First Service, The 
737 pages. Illus. Price $12.50, cloth. St. Louis: C. V. 
Mosby Co., 1955. 


SHOULD THE PATIENT KNOW THE TRUTH? 
A response of physicians, nurses, clergymen and law- 
yers. Edited by Samuel Standard, M.D., and Helmuth 
Nathan, M.D. 160 pages. Price $3.00, cloth bound, 
$2.00, paper bound. New York: Springer Publishing 
Co., 1955. 


PERINATAL MORTALITY IN NEW YORK CITY. 
Responsible Factors. Analyzed and_ reported by 
Schuyler G. Kohl, M.S., M.D., Dr. P. H. 112 pages. 
Price $2.50, cloth. Cambridge, Mass.: Harvard Uni- 
versity Press, for the Commonwealth Fund, 1955. 


THE MAYO CLINIC—Second Edition. Lucy Wilder 
69 pages. Illus. Price $3.75, cloth. Springfield, Illinois : 
Charles C Thomas, 1955. 


MIDWIFERY—Ninth Edition. By Ten Teachers, under 
the direction of Frederick W. Roques, M.D., M. Chir., 
F.R.C.S., F.R.C.0.G. Edited by Frederick W. Roques, 
John Beattie and Joseph Wrigley. 607 pages. Illus. 
Price $7.00, cloth. Baltimore: Williams & Wilkins Co., 
1955. 


THE BIOLOGIC EFFECTS OF TOBACCO. With 
Emphasis on the Clinical and Experimental Aspects. 
Edited by Ernest L. Wynder, M.D., Head, Section of 
Epidemiology, and Associate, Sloan-Kettering Institute 
for Cancer Research. 215 pages. Price $4.50, cloth. 
Boston: Little, Brown & Co. 1955. 


VIRAL HEPATITIS. Clinical, Laboratory and Public 
Health Aspects. Heinz F. Eichenwald, M.D., Chief, 
Hepatitis Investigations Unit, Epidemiology Branch, 
Communicable Disease Center. United States Depart- 
ment of Health, Education and Welfare publication. 
57 pages. Price 55c, paper cover. Washington, D. C.: 
ene of Documents, U. S. Printing Office, 





PROGRESS IN CLINICAL SURGERY. A Sympo- 
sium edited by Rodney Smith, M.S., F.R.C.S., Sur- 
geon, St. George’s Hospital, London; Surgeon, Vic- 


toria Hospital for Children; Consultant Surgeon, 
Wimbledon Hospital; Late Hunterian Professor 
R.C.S. 414 pages. 112 illustrations. Price $7.50, cloth. 
Boston: Little, Brown & Company, 1954. 
This book proved to be so worth while that the re- 
viewer decided to study it in detail. The volume pre- 
supposes that the reader has a knowledge of surgery 
and is either actively practicing or intends to practice 
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surgery. Its primary purpose is to bring the reader 
up to date on the developments in the ten years since 
World War II in the various fields of surgery including 
some of the subspecialties. Each of the twenty con- 
tributors is an outstanding and well-known British 
surgeon in his particular field. While the book origi- 
nates from England, the point of view is essentially 
universal and, with few exceptions, expresses well the 
point of view of surgeons in the United States. Space 
has not been devoted to some of the commen subjects 
in the field of general surgery and each individual read- 
er will find some subject cmitted which he would like to 
have had included. The thirty chapters are brief and to 
the point, for the most part emphasizing surgical in- 
dications and surgical treatment. There are, however, 
good reviews of the various diagnostic procedures that 
have become available in recent years. The surgical 
statistics used are up to date. A few of the more re- 
cently developed surgical procedures are beautifully 
illustrated and are given in a fair amount of detail. 


While this volume will prove to be particularly useful 
to the young surgeon preparing for his American Board 
of Surgery examination, the bcok should also prove to 
be helpful to the older surgeon in keeping abreast of 
the modern point of view in a diverse and ever-expand- 
ing field of surgery. Sufficient references are included 
with each chapter to substantiate the point of view as 
well as supply up-to-date material for thcse who wish 
to pursue the individual subjects in greater ‘detail. The 
title, Progress in Clinical Surgery, is appropriate in 
describing the material the reader can expect to find 
in this small but carefully written text. It should be 
emphasized that this is not a yearbook which merely 
would contain a condensation of recent papers in the 
surgical literature. 


G.JS. 


THE PHYSICIAN IN ATOMIC DEFENSE. Atomic 
Principles, Biologic Reaction, and Organization for 
Medical Defense. By Thad P. Sears, M.D. 308 pages. 
nn Price $6.00. Chicago: Year Book Publishers, 


This book is of value to anyone who desires an elemen- 
tary knowledge of atomic energy, as well as to the 
physician who might serve as a member of a civil 
defense group. I believe it would be helpful for all 
physicians to read it. 

J.M.R. 


ENDOCRINE TREATMENT IN GENERAL PRAC- 
TICE. Edited by Max A. Goldzieher, M.D., and 
Joseph W. Goldzieher, M.D. 474 pages. Prices $8.00. 
New York: Springer Publishing Co., 1953. 

As indicated in its title, this book serves as a useful 
review to the man in general practice in the recognition 
and management of some of the more common endocrine 
disorders. 

The book presents the treatment of endocrine disorders 
in an orderly and systematic fashion which would enable 
the practitioner to follow directions without much diffi- 
culty. However, it is not a textbook for students or 
specialists in the field of endocrinology. 

Joun G. Fes, M.D. 


AO 











BOOK REVIEWS 


STATISTICS FOR MEDICAL STUDENTS AND 
INVESTIGATORS IN THE CLINICAL AND 
BIOLOGICAL SCIENCES. By Frederick J. Moore, 
M.D., Associate Professor of Experimental Medicine, 
University of California School of Medicine, and 
Frank B. Cramer, B.A., Research Fellow, and Robert 
G. Knowles, M.S., Research Associate, Department 
of Experimental Medicine, University of Southern 
California School of Medicine. 113 pages. Price $3.25. 
New York: The Blakiston Co., 1951. 


Consideration of the monograph, containing 113 pages, 
a preface, five chapters, three appendices, eleven figures, 
sixteen tables and innumerable equations, has resulted 
in the following conclusions preceded by some observa- 
tions. 

Observations—Most doctors! do not use mathematics 
in daily practice and in general are wary of and shy 
away from anything containing arrangements of num- 
bers.2 

Only recently has there been any attempt to introduce 
a course in statistics into the medical curriculum.® 

Conclusions+—The lack of an ability to critically 
appraise medical statistics is an almost universal failing 
among most doctors (old grads, that is). 

The actual opportunity and need for original compila- 
tion and appraisal of statistical material is rare for the 
doctor in practice, whereas those in environments “sig- 
nificant” enough for so doing have available hired help 
either human or electronic5 for this purpose. 

This book bridges the “fiducial limits” established by 
the preceding conclusions in a brief and concise way. 
For us, it made rigorous reading and difficult digesting, 
falling somewhere between somethings that come back 
to us as if from a dream. I think the somethings were 
Physics 133 (Optics) Fall, M-W-F, 8 to 9, (Valasek), 
3 cr. and Human neurology III, Fall, M-T-W-Th-F, 
8 to 9, (Rasmussen), 5 cr. 


. Excluding some professors, radiologists and ophthal- 
mologists. 

2. Excluding certain ciphers endorsed on forms ob- 
tained free annually from the Government Printing 


Office. 


. 100 per cent of a series of two medical students (one 
Sophomore, one Junior) polled knew the meaning 
of “skewness” and “kurtosis,” showing that contem- 
porary teaching is not in vain. 


. Probably neither “ultimate” nor “valid.” 
. Automation rearing its ugly triodes on the medical 


horizon. 
Leo A. Nasu, M.D. 


PERIPHERAL CIRCULATION IN MAN: A CIBA 
FOUNDATION SYMPOSIUM. By G. E. W. Wol- 
stenholme, Editor for Ciba Foundation, assisted by 
Jessie S. Freeman and Joan Etherington. Price, $6.00. 
Pages 219, 72 illustrations. Boston: Little, Brown & 
Company, 1954. 


This is another excellent Ciba Foundation Symposium 
held in London in May, 1953. It contains a group of 
papers on various peripheral vascular problems. They 
include a survey of available methods of measuring 
human blood flow, the response of peripheral circulation 
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with exposure to cold, and a group of papers which 
has to do with the neurogenic control of circulation, 
They are all excellent presentations. Probably the most 
important part of the symposium is the discussion of 
problems which follows each group of papers. 

This book is an excellent review of the subject and 
would be of particular interest to individuals studying 
the physiological problem of peripheral vascular circula- 
tion in man. 


C.V.K, 


RHEUMATIC FEVER ... A symposium held at the 
University of Minnesota, November 29, 30, and De- 
cember 1, 1951, under the sponsorship of the Minne- 
sota Heart Association. Edited by Lewis Thomas 
M.D. 349 pages. Illus. Price $10.00. Minneapolis: 
University of Minnesota Press, 1952. 


This book consists’ of publication of the articles 
presented at a rheumatic fever symposium held at the 
University of Minnesota in 1951. The natural history, 
etiology, pathology, diagnosis and treatment are dis- 
cussed in detail. The sequence of articles has been well 
arranged and gives an impression of continuity which 
is unusual for books of this kind. This will be a 
valuable book for anyone who is called upon to diag- 
nose and treat rheumatic fever. 

Ropert LINpELL, M.D, 


PROGRAM FOR PROFESSIONAL 
PERSONNEL IN NATIONAL EMERGENCIES 


(Continued from Page 443) 


gineers, nurses, dentists, and others with training 
and experience in the field of health and medi- 
cine to serve with maximum effectiveness in a 
national emergency. 


Maintaining an active-duty health organization 
large enough to deal with great national emer- 
gencies is, of course, out of the question. Our 
active duty forces must be kept strong—we must 
also have a large reserve force that can be mo- 
bilized when and if a major national crisis devel- 
ops. 

That, in essence, is the basis for the announced 
decision to expand and strengthen the Commis- 
sioned Reserve of the Public Health Service. 

The Public Health Service needs physicians, 
nurses, sanitary engineers, dentists, for periods 
of active duty during great national emergencies. 

Expansion of the emergency reserve provides 
an opportunity for qualified people engaged in 
or interested in public health to arrange in ad- 
vance to serve with the Nation’s principal health 
agency in a national emergency. 

Address inquiries and applications to: Surgeon 
General, U. S. Public Health Service, Washing- 
ton Zo, D. C. 
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